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SEEKING CARE FOR CANCER 


Bernard Kutner, Ph.D. 
Gerald Gordan, M.A. 


Cancer is generally recognized as one of 
the leading health problems in the world to- 
day. In the United States, new cases exceed 
one-half million each year while cancer 
deaths account for more than .250,000 an- 
nually. It is the second leading cause of death 
in this country. At present, hope for cure 
in cancer is believed to rest upon surgical 
and/or radiological techniques to ablate or 
destroy the affected tissues. The best cur- 
rent means of reducing the mortality from 
cancer is generally agreed to be the early 
discovery and treatment. But to detect can- 
cer early enough—before invasions and 
spread have occurred—the individual must 
present himself to a physician who must in 
turn recognize the disease and place his pa- 
tient under appropriate care. 


CONDITIONS UNDER WHICH CARE IS SOUGHT 


This study! is concerned with the former 
problem—what are the conditions under 
which individuals will seek medical care for 
symptoms associated with cancer? Allied 
questions are: (1) Do individuals who do or 
do not seek early care differ in major demo- 
graphic characteristics? (2) Is knowledge 
about cancer a determinant of promptness 
or delay in seeking care? (3) Is there greater 
promptness in seeking medical care for can- 
cer symptoms than in seeking care for other 
medical symptoms? 

The present study of the problem of delay 


1. From the Department of Preventive and En- 
vironmental Medicine and the Unit for Research in 
Aging, Albert Einstein College of Medicine of Yesh- 
iva University. This study is supported by grants 
from the National Cancer Institute (Field Investi- 
gations and Demonstrations Branch), Grant CS- 
9492; The National Institutes of Health Grants 
H-3838, M-2562, A-2965; The Health Information 
Foundation, the Institutional Cancer Grant Com- 
mittee of the Albert Einstein College of Medicine, 
and the Russell Sage Foundation. We wish to ac- 
knowledge the major contributions of Drs. Abraham 
Oppenheim and Henry B. Makover and of Mrs. 
Annemarie F. Crocetti and Mrs. Alice Ryan, to the 
present report. This paper is a revised version of the 
paper presented to the annual meeting of the Amer- 
ican Association of Public Opinion Research, May, 
1960, 


Albert Einstein College of Medicine 
Health Information Foundation 


in the diagnosis and treatment of cancer 
symptoms was carried out in four of the five 
boroughs of New York City (excluding 
Staten Island) in 1958. The sample popula- 
tion consisted of 808 individuals (81 per cent 
of the sampling universe) ranging in age 
from 18 to over 70, drawn by area probabil- 
ity sampling. All respondents were inter- 
viewed in their homes by trained personnel 
using a prepared schedule of questions. The 
interviews required from one and one-half 
to four hours and covered a wide range of 
topics concerned with current health atti- 
tudes, past health behavior, health knowl- 
edge and health beliefs. Questions dealing 
with cancer were embedded among a large 
number of others in order to conceal from 
the respondent the focus of the study. 

Prior investigations of delay in the diag- 
nosis and treatment of cancer have dealt pri- 
marily with the calculation of the elapsed 
time from the first recognition of symptoms 
by an individual to his first contact with a 
physician. Some have compared delayed ac- 
tion involving a variety of cancer sites. 
Others report the proportion of “delayers” 
and “non-delayers” in particular samples. 
Nearly all investigations have consisted of 
retrospective analyses of patient behavior 
and nearly all have been based upon inter- 
views with confirmed cancer patients. With 
one exception, such studies have employed 
a uniform criterion of delay apparently first 
employed by Pack and Gallo® in 1938. This 
criterion defines delay in patients as the 
failure to seek medical care for their symp- 
toms within three months of their recog- 
nized appearance by the patient. Any elapsed 
time beyond this 90-day criterion places the 
individual in the “delaying” or “procrasti- 
nating” category. 

However, there are certain major difficul- 


2. Bernard Kutner, Henry B. Makover and Abra- 
ham Oppenheim, “Delay in the Diagnosis and Treat- 
ment of Cancer: A Critical Analysis of the Litera- 
ture,” Journal of Chronic Diseases, 7 (1958), 95-120. 

3. George T. Pack and James S. Gallo, “The Cul- 
pability for Delay in the Treatment of Cancer”, 
American Journal of Cancer, 33 (1988), 448 espe- 
cially. 
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ties presented by this approach. One of these 
is that a single criterion anchored to a fixed 
temporal pole fails to take into account the 
possible varied responses to differing types 
of symptoms with variable degrees of sub- 
jective intensity and meaning which may oc- 
cur among significant substrata of the pop- 
ulation. Delay defined by an arbitrary cri- 
terion, while perhaps an optimal compromise 
to encompass all types and sites of cancer 
in all population groups, leaves much to be 
desired. 

The difficulty of employing an arbitrary 
criterion of delay can be illustrated by ref- 
erence to delays reported by persons who 
have experienced one or more of the so-called 
“seven danger signals” of cancer.* If 90 days 
is a “reasonable” time for a person with 
symptoms to seek medical care, such reason- 
ableness must be based upon the conviction 
that no significant changes in health status 
will occur during that interval, which may 
have material effects upon chances for sur- 
vival. However, no such guarantees appear 
warranted. Physicians and health educators 
are of a mind that the longer the delay in 
initiating effective treatment the greater the 
risk of failure. 

Another separable difficulty in employ- 
ing an arbitrary criterion of delay is that 
individuals may respond at differential rates 
to symptoms appearing at different bodily 
sites or with differing degrees of intensity 


or discomfort. Thus, delay may be a function 
of locale or discomfort independent of the 
motivational factor in seeking medical ad- 
vice. 

To illuminate these relationships, 436 re- 
ported symptoms in 252 medical histories 
were obtained from respondents in this study 
and analyzed. As seen in Table 1, the median 
elapsed time from subjective onset to first 
contact with a physician was 51 days. How- 
ever, the median elapsed time for the “sig- 
nals” varies considerably from 10 days in 
the case of “persistent coughing” to 90 days 
for ‘unusual bleeding or discharge.” Those 
individuals exceeding the 90 day criterion 
range from 20 per cent in the case of 
“cough” to 42 per cent for “bleeding or dis- 
charge.” An average of 34 per cent of all 
symptoms reported involved a delay greater 
than three months. This compares favorably 
with an average of 38 per cent patient delay 
in seven studies reported between 1938 and 
1953.5 

In the present study, we have chosen to 
define “delay” in empirical and behavioral 
terms rather than to rely upon an arbitrary 
criterion. We predicate our approach on the 
assumption that different symptoms may 
propel individuals to seek medical care at 
demonstrably different rates. For example, 
persons suffering from hemorrhage would 
doubtless seek medical assistance more quick- 
ly than persons wounded by pin pricks. One 


Table 1 
Interval from First Awareness to Seeking Medical Care for Cancer Symptoms (90 Day Criterion) 


Number of Greater than 3 Month 














Symptom Symptoms Delay (per cent) Median (days)* 
“Persistent cough” 57 20 10 
“Unusual bleeding or discharge” 121 42 90 
“Indigestion and difficulty in swallowing” 107 27 45 
“Diarrhea or constipation” 78 40 45 
“Lumps” 61 26 25 
“Sore that doesn’t heal” 9 32 45*** 
“A change in wart or mole” 3 100 150*** 
N: 436** Mean: 34 per cent 51 days 
*Based upon categorized data. **Based on 252 histories in which cancer symptoms are reported. 


***Note that these medians are based on smaller frequencies. 


4. The “seven danger signals” are: “Persistent 
cough, unusual bleeding or discharge, indigestion 
and difficulty in swallowing, diarrhea or constipa- 
tion, lumps, sore that doesn’t heal, and a change in 
wart or mole.” These symptoms are presented and 
employed in this study in the combinations indicated 


may compare all individuals suffering from 
similar symptoms as to the interval between 
onset and the seeking of medical care. 
“Promptness” or “delay” in seeking care 





above, since they are so used in current mass cancer 
education programs. 


5. Bernard Kutner, Henry B. Makover and Abra- 
ham Oppenheim, op. cit., p. 99. 
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may then be established by determining the 
norm of care-seeking for each symptom and 
defining promptness or delay as significant 
deviations from this standard. In effect, de- 
lay or promptness is treated as a deviation 
from the normative pattern. 


PROCEDURE 


For each illness history obtained, speed 
of seeking medical care was determined (in 
this case, by using the median number of 
days) for each common: symptom reported. 
All reported symptoms were ordered by fre- 
quency of occurrence. A determination was 
then made of the statistical relationship ob- 
taining between symptoms. Those symptoms 
occurring together greater than 25 per cent 
of the time were treated as a “symptom 
unit.”* For analytical purposes symptom 
units were treated as if they were individual 
symptoms. The symptom units were then 
analyzed for second order relationships. 
None were found which met or exceeded our 
criterion for symptom units. 

All symptoms (including symptom units) 
were then ordered by the median elapsed 
time between first recognition and the seek- 
ing of medical care for them. For each ill- 
ness history obtained, the symptom or symp- 
tom units having the shortest median elapsed 
time for seeking medical care was defined 
as “the prime symptom” for that illness. IIl- 
ness histories with the same “prime symp- 
toms” were ordered from shortest to longest 
elapsed time, from recognition to first medi- 
cal contact. Each group of prime symptoms 
was then divided into quartiles.7 The lower 
quartile thus empirically became the “low 
delay” or “prompt” group; while the upper 
quartile became the “high delay” group. By 
employing this quartile method we may de- 
fine “delayers” and ‘‘non-delayers” for each 
symptom or symptom unit. In essence, the 
standard of elapsed time for taking medical 
action may be regarded as a cultural or be- 
havioral norm by the population studied. 

Although it is widely recognized that can- 


6. A given symptom appears in only one symptom 
unit for each respondent. 


7. Prime symptom groups containing less than 8 
prime symptoms were dropped from the analysis. 


cer symptoms may occur insidiously and may 
express themselves in devious and unsus- 
pected ways, certain symptoms are equally 
recognized and widely publicized as “the 
seven danger signals” of cancer referred to 
above. It was these seven symptom units 
which we employed to distinguish delay in 
the presence of presumed cancer symptoms 
from delay in the presence of presumed gen- 
eral medical symptoms. 

To establish the criteria of delay we ob- 
tained from each respondent two medical 
histories dealing with their most recent ma- 
jor illnesses, occurring after the age of 16. 
Thus, 958 histories of medical conditions 
were recorded. There were 67 illnesses in 
which no medical care was sought’ and 46 
in which the illness was diagnosed by a 
physician before the respondent observed 
any symptoms. We were thus left with 845 
illness histories in which the respondent had 
symptoms prior to seeking medical care. 
These histories were obtained from 581 per- 
sons or 72 per cent of the sample popula- 
tion. Of these persons, 45 per cent or 264 
individuals reported two symptomatic ill- 
ness histories for which medical care was 
sought. In 79 of these 845 illness histories— 
or 9 per cent—the respondents reported that 
the emergence of another symptom, some 
time after the occurrence of the original 
symptoms, impelled them to seek medical 
care. These latter illness histories were not 
included in establishing the delay criteria. 
In addition, some 126 (15 per cent) illness 
histories contained prime symptoms which, 
when grouped with other illness histories 
with the same prime symptoms, formed 
groups of less than eight and thus could not 
be quartiled. Therefore, 640 illness histories 
were used in establishing the delay cate- 
gories. 

To study the relationship of patient delay 
to the persence of one or more of the seven 
danger signals of cancer, we obtained from 
the 640 illness histories all those in which at 
least one of the seven danger signals oc- 
curred. It was found that 252 (39 per cent) 
of the illness histories contained cancer 
symptoms. Delay in the presence of cancer 


8. This group of cases represents about 7 per cent 
of all histories and will be reported upon in a sub- 
sequent paper. 
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symptoms was compared to delay when other 
symptoms were reported.® ‘ 
From Table 2 we see that there is a ten- 
dency (P <.05)'° for a greater frequency of 
longer delays to occur in the presence of can- 
cer symptoms than in the presence of general 
medical symptoms." In other words, individ- 
uals reporting cancer symptoms tend to some 
extent at least to approach medical care 
sources less promptly than do persons re- 
porting general medical symptoms.!” 


reported case would represent one respond- 
ent and all cases with cancer symptoms were 
excluded. We then treated those cases with 
cancer symptoms as if the cancer symptoms 
did not exist, placing them in the quartile 
position they would have been in if the can- 
cer symptom had been absent. If cancer 
symptoms have no effect upon delay, then 
25 per cent of the cancer cases should ap- 
pear in each quartile. 

A significant difference in mean quartile 





Table 2 
Relationship Between Delay of Persons Reporting General Medical Symptoms and Those Reporting Cancer 
Symptoms 


Per Cent of N (640) Delaying 
with General Medical Symptoms* 








Per Cent of N (252) Delaying 


Delay Group with Cancer Symptoms 





Least delay (lowest quartile) ** 25 20 
Median delay (median quartile) 51 53 
Most delay (highest quartile) 24 27 

Total 100 100 





*Delay in other than the seven “danger signals.” 
**It would be expected that by chance alone 25 per cent of the cases would fall in the upper and 25 
per cent in the lower quartiles and that 50 per cent would fall in the median category. 


. 





At this point we felt that although the 
reported method of examining the relation- 
ship between general medical symtoms and 
cancer symptoms under-represented the ef- 
fect upon delay of cancer symptoms, the sig- 
nificance and unexpectedness of these find- 
ings required further exploration. 

We decided to test the null hypothesis that 
cancer symptoms have no effect upon the 
seeking of medical care, when other symp- 
toms are present. We repeated the quartile 
procedure used previously to determine de- 
lay rates, with certain modifications. Each 


9. These are referred to as “General Medical 
Symptoms.” We refer here to every symptom not 
included among those designated as “danger sig- 
nals,” i.e., aches, pains, tiredness, sore throats, diz- 
ziness, dyspnea, etc. 


10. z test. Unless stated otherwise in the text, all 
tests for statistical significance are z tests. 


11. Since, in many instances, a cancer symptom 
is a prime symptom and is thus represented in both 
delay scores, the effect of cancer symptoms upon 
delay and other dependent variables is somewhat 
under-represented in the data. 


12. It should be noted that the 5 per cent differ- 
ential in Table 2 is, in fact, a 20 per cent change 
within the quartile. 


Table 3 


Relationship of Cancer Symptoms to Delay Patterns 
of Other Symptoms 








Percentages with: 





General 
Medical Cancer Increase or 
Symptoms Symptoms Decrease in 
Quartile (N:268)* (N:164)** Percentage 
1 25 12.4 —50.6 
2 25 15.8 —36.8 
3 25 23.3 — 6.9 
4 25 48.6 +94.2 





*Includes the most recent illness without a can- 
cer symtom. 

**Includes the most recent illness with at least 
one cancer symptom and at least one non-cancer 
symptom. 


position would indicate some effect of the 
presence of a cancer symptom. Table 3 indi- 
cates that the presence of cancer symptoms 
is related to a significant increase in the 
time interval between onset of symptomatol- 
ogy and seeking of medical care (chi square 
= 28.95, P<.001). Whether this delay is 
caused by the insidious nature of the symp- 
toms, chronicity of the symptoms, false diag- 
nosis of the symptoms, fear of cancer, or 
some combination of factors is being sub- 
jected to further analysis. 
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DELAY AND SOCIOECONOMIC STATUS 


Proceeding from the belief that socioeco- 
nomic and certain demographic variables 
probably have some bearing upon prompt- 
ness or delay in seeking medical care, we 
analyzed our delay patterns by the following 
independent variables: sex, socioeconomic 
status, per capita income and education. In 
this manner, 640 cases were derived from 
292 male histories (46 per cent) and 348 fe- 
male histories (54 per cent). The 252 cancer 
symptom histories included 97 male histories 
(39 per cent) and 155 female histories (61 
per cent). An analysis of sex differences in 
patterns of seeking medical care revealed 
no significant differences. The larger pro- 
portion of females having cancer symptom 
histories was found to be significant at the 
.01 level of confidence. While we are certain 
that this information has profound impor- 
tance, at this point in the analysis we are 
prepared to say nothing beyond reporting 
the finding. 

Turning to the question of socioeconomic 
status and delay, we divided our population 
into three socioeconomic status groups: 
low, middle, and high. 


Table 4 


Relationship of Socioeconomic Status and Occur- 
rence of General Medical and Cancer Symptoms 








Per Cent by Socioeconomic Status 


Symptoms High Middle Low Total Cases 





General medical 
symptoms ral 50 29 100 (N:620) 
Cancer symptoms 18 53 29 100 (N:248) 





We find, as indicated in Table 4, that no 
significant differences appear in the occur- 
rence of general medical symptoms and can- 
cer symptoms when analyzed by socioeco- 
nomic status. However, when we inspect the 
delay patterns of each socioeconomic group, 
certain interesting findings emerge. Delay 
in seeking medical care for general medical 
symptoms reveals no differences between 
socioeconomic groups. On the other hand, de- 
lay in seeking care for cancer symptoms is 


13. The socioeconomic status index is made up of 
the occupation of the main wage earner; income of 
the main wage earner; and, education of the re- 
spondent. 


a function of socioeconomic status. This is 
demonstrated clearly in Table 5. 
Table 5 


Relationship of Socioeconomic Status and Delay 
Among Those Reporting Cancer Symptoms 











Per Cent by 
Socioeconomic Status 
Delay High Middle Low 
Group (N :45) (N:128) (N:70) 
Most 18 25 39 
Median 69 53 43 
Least 13 22 18 





Looking at row 3 of Table 5 (“most de- 
lay’), there are significantly more instances 
of high delay in the low than in the middle 
socioeconomic status (p<.05) as well as in 
the low as compared to the high socioeco- 
nomic status group (P<.02). 

One may readily ask the following ques- 
tion: is promptness or delay in seeking care 
for cancer different than in seeking care 
for general medical symptoms within the 
same socioeconomic group? Table 6 is a 
comparison of the extreme socioeconomic 
status groups and extreme delay groups deal- 
ing with general medical and cancer symp- 
toms. 


Table 6 


A Comparison of Delay in General Medical and 
Cancer Symptoms by Extremes of Socioeconomic 
Status 








Per Cent by Socioeconomic Status 
Very High Status Very Low Status 





General General 
Medical Cancer Medical Cancer 
Most 26 18 24 39 
Least 23 13 26 18 
Total (N:128) (N:45) (N:179) (N:70) 





In the highest socioeconomic status group 
there is a decline in delay when cancer symp- 
toms are present, although the figures only 
approach statistical reliability. On the other 
hand, in the lowest socioeconomic group 
cancer symptoms are associated with a rise 
in delay significant at the .02 level. 

These findings are suggestive that not 
only are we dealing with two types of delay 
patterns (delay in the presence of cancer 
symptoms and delay in the presence of other 
symptoms) but that the responses to the 
two types of symptoms vary differentially 
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by socioeocnomic status. The importance of 
such a possibility will be dealt with in future 
reports. f 

One of the three components of status is 
“family income.” The income level used in 
the following analysis is based upon per- 
capita income of the respondent’s family. We 
see in Table 7 that the lowest and highest 
income groups share the prime position in 
least delay in general medical symptoms 
(P <.05). While the middle income groups 
do not differ from each other, two income 
groups—$1,000-1,500 per capita income and 
$4,000-6,000 income—tend to share the posi- 
tions of greatest delay and least promptness. 
For instance, compared to all groups in 
Table 7, these two income groups had a sig- 
nificantly higher proportion of high delayers 
(P<.05) than all other income groups. 
These results are suggestive in the following 
respects : 


Table 7 


Relationship between Per Capita Income and Delay 
for 640 Respondents with General Medical 
Symptoms 


N: Least Median Most 











Income Cases Delay* Delay* Delay* Total* 
Less than 
$1,000 110 33 50 17 100 


$1,000-1,499 65 20 49 31 100 
$1,500-1,999 97 23 53 24 100 
$2,000-2,999 152 24 52 24 100 
$3,000-3,999 84 25 52 23 100 
$4,000-5,999 53 15 54 31 100 
$6,000 and over 59 33 44 23 100 
No answer 20 27 60 12 100 





*Percentages. 


1. Economic deprivation may be a condi- 
tion for seeking prompt medical care since 
these individuals are at least medically—if 
not financially—indigent in our population. 
They may readily obtain medical care in pub- 
lic hospitals and clinics since the economic 
barrier to medical services is largely re- 
moved. 

2. Economic difficulties may account for 
the increased delay in both the $1,000-1,500 
group as well as in the $4,000-6,000 income 
group. In the former case, there is probably 
less eligibility for free care and greater fi- 
nancial hardship in meeting medical costs. 
While those in the middle-income ranges 
may be living to the margin of income, the 


$4,000-6,000 group may represent those most 
likely to be heavily indebted and seeking to 
maintain status mobility. Their status would 
be most threatened by disastrous illness and 
hence they would be more likely to postpone 
seeking care or to deny its need. 

3. The highest income group is the most 
economically secure. Hence, their speed of 
response to medical care is significantly 
greater (P<.05) than is the income group 
immediately preceding them. 

We conclude from the above that prompt- 
ness and delay in seeking medical care for 
reported general medical symptoms is sig- 
nificantly and variably affected by the level 
of per capita income of the household. 


Table 8 


Relationship between Per Capita Income and Delay 
for 252 Respondents Reporting Cancer Symptoms 


N: Least Median Most 











Income Cases Delay* Delay* Delay* Total* 
Less than 

$1,000 39 30 38 31 100 
$1,000-1,499 31 15 38 47 100 


$1,500-1,999 38 12 55 32 100 
$2,000-2,999 69 20 57 23 100 
$3,000-3,999 23 21 62 19 100 
$4,000-5,999 19 10 51 39 100 
$6,000 and over 24 22 66 12 100 
No answer 9 40 60 _— 100 


*Percentages. 





When we turn to delay or promptness for 
those reporting cancer symptoms, examining 
Table 8, we see a trend in all the data—ex- 
cept perhaps for the highest income group— 
to greater delay than is true of those report- 
ing general medical symptoms. This tenden- 
cy is more pronounced in the group under 
$1,000 income and in the lower income quar- 
tile in general. When we look at the $4,000- 
6,000 income group which we have defined 
as economically over-extended, delay is ele- 
vated and compares with the similar delay 
increment found in general medical symp- 
toms. Delay in the face of cancer symptoms 
is greatest in this latter group and in the 
economically deprived group between $1,000 
and $1,500 per capita income (P<.01). 

We draw the tentative conclusions from 
the above that delay in seeking care for can- 
cer “danger signals” is generally greater 
than that for seeking care for general medi- 
cal symptoms. Further, that the relationship 
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of income and delay in care for cancer symp- 
toms operates variably. Finally, we see here 
further evidence that delay in the presence 
of cancer symptoms follows a pattern some- 
what different than that for general medi- 
cal symptoms. Surprisingly, this difference 
indicates greater delay in the case of pre- 
sumed cancer symptoms. 


EDUCATION, KNOWLEDGE AND DELAY 


The foregoing analysis may be further 
illuminated if we examine the relationships 
obtaining between the general education of 
our respondents, their general medical 
knowledge, their knowledge regarding the 
seven danger signals, and their patterns of 
delay. We find the following: 

There is a slight tendency for education 
to be negatively related to delay in the case 
of general medical symptoms. On the other 
hand, there is a marked negative relation- 
ship between education and delay among 
respondents reporting cancer symptoms. 
Thus, for example, while 12 per cent of those 
who have not completed grammar school are 
in the low delay group, 42 per cent are in 
the maximal delay group. At the same time, 
of those who have had some college educa- 
tion, 22 per cent are in the minimal delay 
group and 11 per cent are in the maximal 
delay group. The trend of the data therefore 
is for patterns of declining delay with in- 
creasing education in the face of cancer 
symptoms. 


Table 9 
Relationship between Cancer Knowledge and Delay 
for 252 Respondents Reporting Cancer Symptoms 


Knowledge ms Least Median Most 
of Cancer Cases Delay* Delay* Delay* Total* 














Minimum 42 22 42 36 100 

Average 169 20 53 27 100 

Maximum 26 27 49 24 100 

No answer 15 6 81 13 100 
*Percentages. 


Turning to the question of specific knowl- 
edge of cancer rather than general educa- 
tion, we find that in the presence of general 
medical symptoms delay is least among those 
having minimal knowledge regarding can- 
cer. By contrast, as illustrated in Table 9, 


delay in seeking care for the symptoms of 
cancer is least for those having maximal 
knowledge regarding cancer symptoms, while 
at the same time, delay is maximal for those 
having the least knowledge regarding can- 
cer.: In effect these results indicate that an 
individual who is knowledgeable and sophis- 
ticated regarding medical symptoms tends to 
be less concerned about non-cancer symp- 
toms, while those who are less knowledge- 
able seem more concerned about non-cancer 
symptoms. On the other hand, when there is 
a possibility that the symptoms may mean 
the presence of cancer, those who have most 
knowledge are also most prompt, while those 
who have least knowledge tend to delay. In 
this latter case, fear of the possible signifi- 
cance of their symptoms may increase the 
procrastination, while in the maximal knowl- 
edge group, fear of the consequences of fur- 
ther delay may promote prompt action in 
seeking medical care. The difference between 
the minimal knowledge and maximal knowl- 
edge groups, when both groups are also max- 
imal delayers, is significant at the .002 level. 
The general import of these findings sug- 
gests that knowledge regarding medical mat- 
ters by the general public is differentially 
used, depending upon the degree of scphisti- 
cation, and that maximal delay can be ex- 
pected among those groups having least gen- 
eral medical and cancer information. 


Summary 


We have presented a preliminary report 
of a four year investigation dealing with 
the problem of delay in the diagnosis and 
treatment of cancer. From an initial group 
of 808 respondents in New York City, drawn 
by area probability sampling, we have se- 
lected for this report two dependent vari- 
ables—delay among respondents reporting 
an array of general medical symptoms, in- 
cluding those of cancer, and delay among 
those reporting the recent occurrence of 
symptoms similar to or identical with the 
“7 danger signals” of cancer. Delay in seek- 
ing medical care for symptoms was derived 
empirically from reported behavior. Inde- 
pendent variables included five factors: sex, 
socioeconomic status, per capita income, edu- 
cation, and knowledge of cancer symptoms. 
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Preliminary findings reveal the following: 

1. There is greater frequency of reported 
cancer symptoms among women than among 
men. 

2. No sex difference in delay is observed 
in seeking care for these symptoms. 

3. In general, delay in seeking medical 
care is a function of decreasing socioeco- 
nomic status, but this relationship is more 
pronounced in the case of cancer symptoms. 

4. Per capita income reveals a variable 
relationship to delay; least delay occurs in 
the extreme upper and lower income groups 
while most delay occurs in groups in “mar- 
ginally low” and “marginally high” income 
categories. 

5. General education bears a slight nega- 
tive relationship to delay in caring for gen- 
eral medical symptoms. 


Lloyd H. Rogler, Ph.D. 
August B. Hollingshead, Ph.D. 


THE PROBLEM 


Anthropologists and sociologists have been 
concerned for many years with the func- 
tions of communication in human societies.! 
In recent years a few psychiatrists? have 
become interested in the problem of inter- 
relations between communication, the social 
system, and mental illnesses.* This paper 
reports data that bear directly on class sta- 


*The research reported here is being done by the 
Social Science Research Center of the University 
of Puerto Rico with the help of a research grant, 
M-1750, from the National Institute of Mental 
Health of the United States Public Health Service. 
August B. Hollingshead is Director, and Lloyd H. 
Rogler is Assistant Director. 

We are indebted to the members of the staff of 
the Social Science Research Center, who did the 
interviewing: Eugenia D’Acosta Ruiz, Francisca 
Santos Limardo, Esperanza Acosta, Ricardo Mar- 
quez Rivera, Elsa Torres de Davila, and Juan Mu- 
fioz Valentin. We also should like to thank Dr. 
Charles Rogler, Mrs. Margot P. de la Cruz, and 
Mrs. Ann Richardson for reading and criticizing 
this article. 





CLASS AND DISORDERED SPEECH 
IN THE MENTALLY ILL* 


6. A much more striking relationship is 
revealed between education and delay in 
seeking care for the symptoms of cancer. 
Delay is clearly associated with minimal 
educational attainment. 

7. Those possessing least knowledge of 
cancer tend to greatest delay in responding 
to the “7 danger signals” of cancer. 

It is concluded that patterns of prompt- 
ness and delay in seeking care for cancer 
appear to be dependent upon certain socio- 
logical, demographic, and psychological fac- 
tors differing in nature from those involved 
in responding to other symptoms. Future re- 
ports emanating from this investigation will 
attempt to shed further light on additional 
factors which may contribute to an under- 
standing of the dynamics of delay in cancer. 


University of Puerto Rico 
Yale University 


tus and the communication of ideas by men- 
tally ill persons. 

In everyday life we expect others to 
communicate with us in ways that are mean- 
ingful. When a person repeatedly utters 
statements that are unrelated to what is ex- 


1. Edward Sapir, “The Status of Linguistics as 
a Science,” in D. G. Mandelbaum (Ed.) Selected 
Writings in Language, Culture, and Personality 
(Berkeley, California: University of California 
Press, 1949), pp. 160-162; C. Wright Mills, “Lan- 
guage, Logic, and Culture,” American Sociological 
Review, 4 (1939), 670-680. 


2. Jurgen Ruesch and Gregory Bateson, Com- 
munication: The Social Matrix of Psychiatry (New 
York: W. W. Norton and Company, 1959), espe- 
cially pp. 50-93. 


3. Jerome K. Myers and Leslie Schaffer, “Social 
Stratification and Psychiatric Practice; A Study of 
an Out-Patient Clinic,” American Sociological Re- 
view, 19 (1954), 307-310; August B. Hollingshead 
and Fredrick C. Redlich, Social Class and Mental 
Illness (New York: John Wiley and Sons, 1958), 
pp. 338-339. 












pected or permitted in social situations, a 
gulf is created between him and others.* An 
initial break in communication, unless cor- 
rected, may lead to alienation from one’s 
associates. The alienation process once be- 
gun may go on to the point where an in- 
dividual, though physically surrounded by 
other persons, may be psychologically and 
socially isolated from them. 

The importance of speech in maintaining 
primary group relations came to our atten- 
tion during the early phases of a study we 
are making in Puerto Rico. In this study we 
interviewed two series: of persons. One is a 
probability sample of persons living in the 
metropolitan area of San Juan. The other 
is composed of individuals, and members of 
their households, who have solicited care at 
two psychiatric agencies in the San Juan 
metropolitan area. Individuals who have so- 
licited care at the two psychiatric agencies 
are interviewed to determine their suitability 
for inclusion in an intensive control case 
study. This study requires repeated and pro- 
longed interviews. In anticipation of prob- 
lems connected with repeated interviews with 
psychotic persons, we instructed our field 
workers to note if the speech of the solici- 
tants, who were being screened for possible 
inclusion in the intensive study, was suffici- 
ently clear to allow us to interview them over 
a prolonged period. The field workers, who 
are all Puerto Ricans, have had extensive 
experience interviewing in the homes of their 
countrymen. All of the interviews were con- 
ducted in Spanish, the native language of 
the interviewers and the respondents. This 
point is important, because we are concerned 
with clarity of verbal communication be- 
tween the interviewers, the solicitants, and 
the members of the solicitants’ immediate 
families. Each judgment as to whether or 
not a solicitant was able to communicate 
meaningfully was based upon field observa- 
tions. When the field workers were able to 


4, For an extended discussion of the problems of 
communication of the mentally ill see Rose Spiegel, 
“Specific Problems of Communication in Psychiatric 
Conditions,” in Silvano Arieti (Ed.) American 
Handbook of Psychiatry, Volume I (New York: 
Basic Books, Inc., 1959); also see Silvano Arieti, 
Interpretation of Schizophrenia (New York: Brun- 
ner, 1955). 
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talk with a solicitant, they could make a 
direct evaluation. When they could not, an 
indirect evaluation was made. We will give 
examples of direct and indirect evaluation 
of evidence gathered in interviews. First, 
are some illustrations of direct evaluation. 

An illiterate 79-year-old widow, living in 
a public housing apartment constructed by 
the government to eradicate slums, was de- 
scribed to us by her daughter as a “cruel 
woman whom no one could understand.” 
This elderly woman made periodic efforts to 
tie her daughter with rope in response to al- 
leged insults she claimed the daughter heaped 
upon her. The old woman repeatedly in- 
formed others that there were persons in 
the neighborhood who were conspiring to 
force her into prostitution. Her typical re- 
plies to the questions we asked were insults 
and abuse. The interviewer, as well as mem- 
bers of this woman’s family, judged her 
speech to be incoherent. 

Second, a 39-year-old female, with a third- 
grade education, married to an unskilled 
worker who had never gone to school, in- 
formed us, in the presence of her husband, 
that she was married to a colonel, who, she 
claimed, frequently came to visit her. Later 
in the interview she said that she was sep- 
arated from her true husband. The man with 
whom she lives is her husband, but she does 
not believe this. 


Third, a 29-year-old single male, with a 
third-grade education, was observed by our 
field workers meandering aimlessly, as he 
babbled to himself, in the vicinity of an 
aunt’s dwelling. His aunt informed us that 
he did not know where he was. When we 
asked him who and where he was, he replied 
with an outburst of accusations against us, 
the government, and fate. 

In each of these examples the field worker 
was able directly to observe the speech and 
behavior of the sick person. Evaluation of 
communicative difficulties by indirect evi- 
dence was resorted to when we were not able 
to interview a solicitant because of his ab- 
sence when the field worker made her visits. 
Then, we relied upon the statements of close 
relatives. Our indirect judgments regarding 
incoherent speech were based upon such 
statements as: 
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He goes around: the house continually re- 
citing the names of fighting cocks. While he 
does this, he reminds others that the walls 
of the house will be torn down and rebuilt. 


You talk to him and he cannot tell you 
who he is. He misnames his own sons, for 
he does not recognize them. 


He thinks and acts as if he were a mil- 
lionaire. He goes around telling people about 
his wealth. 


Though the words and sentences of such 
statements are understandable, they are in- 
congruous in normal social intercourse. Their 
repeated expression disrupts interpersonal 
communication. They make the person con- 
spicuous to others and enigmatic to even his 
closest associates. Such individuals generally 
react to questions or verbal cues in enig- 
matic ways. They say nothing when they 
are expected to say something or they utter 
something inappropriate to the situation. 
They are, in Cameron’s phrase, “socially dis- 
articulated.’”® For present purposes, we shall 
refer to the speech patterns of persons who 
are “socially disarticulated” as incoherent. 
We are using the term “incoherent” in a 
sense closely akin to Bleuler’s concept of 
“autism.” That is, incoherent speech is a 
sign of “detachment from reality, together 
with the relative and absolute predominance 
of the inner life. . . .”* Speech that fits into 
the context of a social situation is judged to 
be coherent. Disarticulated speech is judged 
to be incoherent for our purposes. 

Clarity in communication is probably a 
product of many interacting factors which 
range from those that are idiosyncratic in 
character to those that are an expression of 
collective, commonly held meanings. As stu- 
dents of social stratification and mental ill- 
ness, we became interested in the course of 
our research in the possibility that mentally 
ill persons who are incoherent in their ver- 
bal statements are disproportionately con- 


5. Norman Cameron, “The Paranoid Pseudo- 
Community,” American Journal of Sociology, 
XLIX (1948), 32-38; “The Paranoid Pseudo-Com- 
munity Revisited,’ American Journal of Sociology, 
LXV (1959), 52-58. 


6. Eugen Bleuler, Dementia Praecox or the Group 
of Schizophrenias (New York: International Uni- 
versities Press, 1950), p. 63. 





centrated in the lowest class, in comparison 
with persons in a higher class. This paper 
explores this possible association in a group 
of persons who had been referred to, or had 
solicited, psychiatric care in the San Juan 
metropolitan area of Puerto Rico. 


THE DATA AND PRELIMINARY FINDINGS 


Our analysis is based on information col- 
lected from the field interviews, mentioned 
previously, and on information collected from 
the psychiatric records of the solicitants. 
Three hundred three interviews were com- 
pleted with persons who had solicited psy- 
chiatric aid during a one-year period start- 
ing in May, 1958. A systematic search of 
the psychiatric records of these solicitants 
enabled us to secure psychiatric diagnoses 
on 257 patients who were provided out-pa- 
tient care. The other 46 solicitants either 
did not meet their clinical appointments or, 
if they did, they were not diagnosed. 

Each solicitant was stratified by the use 
of Hollingshead’s Two Factor Index of So- 
cial Position. This Index uses occupation of 
the head of the household and the years of 
school completed by the head of the house- 
hold as indicators of class position for the 
members of the household. Each of these 
factors is scaled on a seven-point scale. The 
scale scores are weighted as follows: occu- 
pation is given a factor weight of 7, and 
education is given a factor weight of 4. The 
factor weights for occupation and education 
were determined by multiple correlations and 
regression techniques.” 

To calculate the Index of Social Position 
score for the head of a household, the scale 
value for Occupation is multiplied by the 
factor weight for Occupation, (7), and the 
scale value for Education is multiplied by 
the factor weight for Education, (4). These 
scores are summed. The resulting scores 
range from a low of 11 to a high of 77. 
These scores are relied upon to determine 


7. August B. Hollingshead, Two Factor Index of 
Social Position, New Haven, Connecticut, 1957, pri- 
vately printed. 
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the social class position of the individual 
members of households.® 

The result of placing the 303 solicitants 
for psychiatric care in. social classes by 
means of Hollingshead’s index may be seen 
in Table 1. 











Table 1 
Distribution of Solicitants for Psychiatric Care 
by Classes 

Class Number Proportion 
I 1 .0033 
II 7 .0231 
III ay A .0561 
IV 70 .2310 
V 208 .6865 
Total 303 1.0000 





The distribution by class, shown in Table 1, 
reveals that the psychiatric agencies where 
we found our cases provide service for lower 
status persons, for the most part. The fact 
that almost 70 per cent of the patients come 
from Class V limits the analysis of the data. 
Because of the small numbers of solicitants 
we cannot study the three higher classes as 
separate groups. Neither do we want to con- 
sider the four higher classes as one group. 
We chose to study Class IV in comparison 
with Class V and to disregard the 25 pa- 
tients remaining in the three higher classes. 

Classes IV and V constitute the independ- 
ent factors in our analysis. Each of these 
classes is characterized by a distinct socio- 
cultural matrix. To illustrate this point, we 
shall cite selected figures from the probabil- 
ity sample of households mentioned earlier. 
This sample was designed by the Depart- 
ment of Labor of Puerto Rico. Checks have 
shown that it is a good representative sam- 


8. Forty-seven per cent of the solicitants were 
heads of households, and 53 per cent were not heads 
of households. This means that the Index of Social 
Position scores were computed directly on 47 per 
cent of the persons studied; in the remainder we 
derived their class position from the head of the 
household in which they lived. In practically all 
cases the solicitant who was not a head of house- 
hold was a spouse, a child, or a parent of the head 
of the household. We tested the hypothesis that co- 
herence or incoherence in communication might be 
related to the position of the solicitant in the house- 
hold. No relationship was found. Therefore, we 
have combined the solicitants who are not heads of 


households with those who are heads of households. © 


ple of the population of the area. The 1,144 
households in this sample were stratified 
also by use of Hollingshead’s Two Factor In- 
dex of Social Position. For purposes of this 
paper, we shall illustrate cultural and social 
differences between Classes IV and V with 
five items: (1) the occupations followed by 
the heads of households; (2) the years of 
school they had completed; (3) the median 
weekly income of the family; (4) the place 
of the household’s residence; and (5) the 
head’s marital status. The pertinent data 
on each of these items are summarized in 
Table 2. 


Table 2 


Percentage Distribution of Heads of Households of 
Selected Cultural Characteristics in Classes IV and 
V in the San Juan Metropolitan Area 








Per Cent in Class 


IV Vv 
(N:244) (N:667) 





Cultural Characteristics 





1. Occupation 


Owners of small businesses 10 6 
Skilled, white and semi-white 

collar employees 37 1 
Skilled, blue collar employees 28 14 
Semi-skilled, blue collar 

employees 19 21 
Unskilled employees 6 35 
Unemployed workers oo 23 

2. Years of School Completed 

None 2 22 
1-6 12 61 
7-9 41 13 
10-12 45 4 


3. Median Weekly Income 
4. Place of Household Residence 


Small hill plot 8 22 
Urban residential, private 60 19 
Urban slum 22 38 
Urban public housing 7 12 
Suburban public land allotment 3 9 
5. Marital Status 
Married, civil or religious 73 54 
Married, common law 8 19 
Unmarried 6 4 
Divorced 5 3 
Separated 4 8 
Widowed 4 12 





When the figures on each of the five items 
presented here are compared for the strata 
under discussion, namely, Classes IV and V, 
the reader can see that there are marked 
differences in the two categories delineated 
by Hollingshead’s Index of Social Position. 
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The implications of these differences should 
become clear when we present the data on 
coherence and incoherence among the 278 
solicitants for psychiatric care who came 
from these two classes. 


ANALYSIS OF THE DATA 


Our first analytical step is to determine 
if there is an association between clarity in 
communication and the kinds of diagnoses 
the psychiatrists made of the patients’ ill- 
nesses.® For our purposes the patients were 
divided into two diagnostic groups: those 
who are schizophrenic and those who are 
not schizophrenic. Table 3 shows the distri- 
bution of persons suffering from schizo- 
phrenia, on the one hand, and those not hav- 
ing schizophrenia, on the other hand, cate- 
gorized by whether they were coherent or 
incoherent in their verbal communications 
with the field workers and/or families. 


Table 3 


Percentage of Solicitants Judged to be Coherent or 
Incoherent in Communication by Diagnostic 











Category 
Communication *Not 
Schizophrenic Schizophrenic Total 
(N :90) (N:148) (N :238) 
Coherent 55.6 73.0 66.4 
Incoherent 44.4 27.0 33.6 


Chi square 7.6085 (d.f. 1; P<.01) 


*Not schizophrenic: manic depressives; acute and 
chronic brain syndromes; psychophysiologic; psy- 
choneurosis; mental deficiency; personality disor- 
ders; epileptics. 





Table 3 shows that the schizophrenics are 
less coherent in their communication in com- 
parison with those who do not have schizo- 
phrenia.”” This finding indicates that our 
assessment of coherence in communication 
is involved with the psychiatric diagnoses. 
Therefore, in later analyses we shall control 
for diagnosis when the assumed relationship 
between social class and clarity in commu- 
nication is examined. 


9. We secured the psychiatric diagnoses of 238 
solicitants in Classes IV and V. See Table 2. 

10. Our criterion of significance is set at the 5 
per cent level or less. 


We made a test to see if there is a sig- 
nificant relationship between social class and 
clarity in communication as illustrated in 
Table 4. Thirty-three per cent of the solici- 
tants were judged to be incoherent in com- 
munication with their families or the field 
workers. This suggests that problems of com- 
munication are common among solicitants 
for psychiatric aid. More important for our 
purposes, however, is the finding that a re- 
lationship exists between class position and 
coherence or incoherence in verbal state- 
ments. It is interesting that in Class IV nine 
out of ten solicitants are judged to be co- 
herent in their statements, whereas among 
the Class V’s only about six out of ten are 
viewed as being able to communicate with 
some clarity. 


Table 4 


Percentage of Solicitants Judged to be Coherent or 
Incoherent in Communication by Class 








Communication Class 








Totals 

IV (N:70) V(N:208) (N:278) 
Coherent 90.0 59.1 66.9 
Incoherent 10.0 40.9 33.1 


Chi square 22.5345 (d.f. 1; P<.01) 





The suggested relationship between class 
position and coherence in communication, 
however, may be spurious since class status 
is known to be associated with a wide range 
of social phenomena. It is possible that other 
factors are operating which, if controlled, 
would erase the relationship between class 
status and meaningful verbal communication 
among these mentally ill persons, their fam- 
ilies, and the field workers. With this idea 
before us we controlled the data for age, 
marital status, and prior psychiatric treat- 
ment, as indicated by Table 5. 

The series of analyses summarized in Ta- 
ble 5 reveal that the imposition of controls 
does not erase the relationship between class 
status and coherence or incoherence in ver- 
bal statements. Moreover, the direction of 
the relationship, in each comparison, shows 
a disproportionately large percentage of in- 
coherent persons in Class V. 

We may ask: How may one account for 
this relationship? A possible answer is that 
the solicitants we categorize as now being 
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Table 5 


Percentage of Solicitants Judged to be Coherent or Incoherent by Age, Marital Status, Psychiatric History, 
and Class 





Ability to 
Communicate 


Group 





Coherence-Incoherence 


A. Age Group and Class 





Under 31 Years of Age (N:128) 





31 Years of Age and Over (N:150) 








IV (N:38) V (N:90) IV (N:32) V (N:118) 
Coherent 92.1 68.9 87.5 51.7 
Incoherent 7.9 31.1 12.5 48.3 


Chi square 7.847 (d.f. 1; P<.01) 


13.3875 (d.f. 1; P<.01) 





Coherence-Incoherence 


B. Marital Status and Class 





Living with Spouse (N:161) 





Not Living with Spouse (N:117) 








{V (N:49) V (N:112) IV (N:21) V (N:96) 
Coherent 95.9 71.4 76.2 44.8 
Incoherent 4.1 28.6 23.8 55.2 


Chi square 12.2728 <{df; ' 23 ' P< OE) 


6.7955 (df. 1; P<.01) 





Coherence-Incoherence 


C. Psychiatric History 





Prior Treatment (N:108) 





No Prior Treatment (N:163) 








IV (N:30) V (N:78) IV (N:39) V (N:124) 
Coherent 80.0 46.2 97.4 69.4 
Incoherent 20.0 53.8 2.6 30.6 


Chi square 10.0523 (d.f. 1; P<.01) 


12.8533 (d.f. 1; P<.01) 





in Class V have drifted there from higher 
class positions as a result of their illness. 
This suggestion assumes that individuals 
who are incoherent in their communications 
with others are prone to be downward mo- 
bile. Class position in terms of this formu- 
lation provides the setting for movement in 
social space without the factor of class 
having etiological significance. “Downward 
drift” could conceivably account for the dis- 
proportionately large number of incoherent 
cases in Class V.!' We examined the data to 
learn if this suggestion is appropriate. 
From the viewpoint of the “downward 
drift” hypothesis, age may be assumed to 
be a rough indicator of potential social mo- 
bility. We took the position that younger 
people have not had as great an opportunity 
to drift downward (or move upward) as 
have older people. Younger individuals are 
more likely to occupy class positions that ap- 
proximate those of their families of orien- 
tation than are older persons. We shall men- 
tion that when age is controlled the explan- 
atory validity of the “downward drift” hy- 


11. August B. Hollingshead and Fredrick C. Red- 
lich, op. cit., 244-248. 


pothesis is tested indirectly, not directly. 

Table 5 A bears on this point, for it pre- 
sents a test of a possible relationship be- 
tween class status and coherence in com- 
munication when age is controlled. The re- 
lationship between class position and coher- 
ence in the two age groups is not attributa- 
ble to chance. Further refinements of the 
age variable as a control would prevent the 
computation of chi square. However, we 
refined the age variable and by inspection 
found that the direction of the relationship 
is consistent with our other findings. These 
results indicate that “downward drift” is 
not an adequate explanation of the dispro- 
portionately large number of incoherent 
cases in Class V. 

We also tested “downward drift” by the 
use of direct evidence. That is, we collected 
detailed information on intergenerational 
moves of 70 individual solicitants who were 
the last respondents in our series of inter- 
views. Sixty per cent of these persons have 
been stable between the parental and the 
present generation; 33 per cent have been 
mobile upward; the remaining 7 per cent 
have been mobile downward when compared 
with the parental generation. The relative 
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infrequency of downward mobility is par- 
ticularly apparent among the Class V pa- 
tients. There are 41 patients in Class V, and 
only 2 have moved into this class from a 
higher one. Though we are dealing with 
small numbers, these data reinforce the in- 
ference drawn from Table 5 A pertaining 
to the inapplicability of the “downward 
drift” hypothesis as an explanation of the 
concentration of incoherent speech patterns 
in Class V. 

From a medical viewpoint the most impor- 
tant factor to control in testing for a pos- 
sible association between class position and 
clarity in communication is the diagnoses 
made of the solicitants by the examining 
psychiatrists. This is important because we 
showed, in Table 3, that a significant rela- 
tionship exists between incoherence and 
schizophrenia. Table 6 bears on this point. 


Table 6 


Percentage of Solicitants Judged to be Coherent or 
Incoherent Categorized by Schizophrenia and Class 











Communi- Schizophrenic *Not Schizophrenic 
cation IV Vv IV V 
(N:16) (N:74) (N:42) (N:106) 
Coherent 81.2 50.0 95.2 64.2 
Incoherent 18.8 50.0 4.8 35.8 
Chi square 5.2031 14.7399 


(at: 13 P< 0b) 40.1; P <2) 


*Not schizophrenic: Manic depressives; acute and 
chronic brain syndromes; psychophysiologic; psy- 
choneurosis; mental deficiency; personality disor- 
ders; epileptics. 





The data in Table 6 indicate that class status 
and coherence or incoherence are related. 
The same relationship exists among the sub- 
jects suffering from schizophrenia, and those 
without schizophrenia: the Class V patients 
consistently tend to be incoherent. 

It might be argued that the association 
between class status and confused speech is 
a by-product of methodological artifacts. 
Could it be that the more frequent attribu- 
tion of incoherence in communication to per- 
sons in Class V in comparison with those in 
Class IV is due to biases operating in the 
situation of the interview? This question 
implies that the interviewer’s judgment of 
coherence was contaminated in the direction 
which would verify the hypothesis we are 
testing. We checked this implication by de- 


termining whether the interviewers or the 
patients’ families made the judgment of co- 
herence or incoherence in the patients’ 
speech. These judgments are summarized in 
Table 7. 


Table 7 


Percentage of Solicitants Judged to be Coherent or 
Incoherent Categorized by Source of Judgment of 
Coherence and Class 











Communication Source of Judgment 
Other Member 
Interviewer of Family 
IV V IV V 
(N:50) (N:108) (N:19) (N:99) 
Coherent 96.0 76.9 T301 39.4 
Incoherent 4.0 23.1 26.3 60.6 
Chi square 8.8444, 7.5757 


(di. ts P<O1) (ds. 1; P< 01) 





The data on the subjects whose co- 
herence was assessed by an immediate mem- 
ber of the family are consistent with our 
other findings. It makes no difference who 
made the judgment of coherence; class status 
and confused speech are associated. Further- 
more, as Table 3 indicated, a relationship 
exists between coherence and schizophrenia 
—a fact which suggests that coherence or 
incoherence is a general characteristic of the 
solicitant and not attributable to the peculi- 
arities of the interview situation. 


DISCUSSION AND CONCLUSIONS 


A relationship between class status and 
meaningful communication by mentally ill 
persons is demonstrated by the data we have 
presented. This relationship maintains its 
stability when we control for age, marital 
status, prior psychiatric treatment, and diag- 
nosis. The relationship between class status 
and disordered speech is marked for solici- 
tants with schizophrenia. Explanations of 
this observed relationship in terms of the 
“downward drift” hypothesis may be re- 
jected. Likewise, our analysis indicates that 
the social distance separating interviewer 
from subject fails to explain the unequal dis- 
tributions we have observed. Explanations 
need to be sought elsewhere. 

We are aware of the possibility that proc- 
esses intervening between the emergence of 
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communicative problems and the request for 
psychiatric treatment may serve to explain 
the differences in the clarity of speech in 
the two social classes we have included in 
this analysis. Our understanding of the rela- 
tionship between class and culture in Puerto 
Rico and the dynamics of psychiatric refer- 
ral, whereby an individual becomes a mental 
patient, leads us to predict, however, that 
the differences observed should not be at- 
tributed to this factor. This understanding is 
predicated upon a number of considerations, 
one of which is the following: the data on 
the class subcultures in the first part of this 
report indicate that Class IV persons enjoy 
a distinctive advantage in education over the 
persons in Class V. Because of their superior 
education, Class IV persons are more likely 
to be aware of the role of the psychiatrist 
and the services that psychiatric clinics of- 
fer. Awareness of psychiatric facilities, we 
assume, leads persons to seek psychiatric 
care when they believe it is needed. This 
awareness is greater in Class IV than in 
Class V. 

In effect, we believe that the processes 
that intervene between the development of 
dramatic speech pathologies and the request 
for psychiatric care tend to work against 
the class differences discovered in this anal- 
ysis. A Class V individual who is incoherent 
is less likely than a Class IV individual, 


similarly afflicted with unclear speech, to 
go to a psychiatric hospital for treatment. 
Selective processes, we think, tend to under- 
represent, in the psychiatric agencies we 
studied, Class V individuals given to garbled 
utterances.!? 

Another interpretation returns us to our 
point of departure, namely, that incoherence 
is a pathology woven into the subcultures of 
the different classes. Class V individuals live 
in dismal and wretched environments with 
little relief from the incessant problems of 
poverty from birth to death. The social and 
cultural resources available to Class V per- 
sons for the solution of their problems are 
limited. Stressful problems tend to be cumu- 
lative. As one Class V person stated, “We 
die on the installment plan, slowly.” The de- 
bilitating impact of successive life problems 
hits ‘“‘the man lowest down” the hardest. 

Incoherence in communication may be a 
social-psychological reaction to sociocultural 
stress. The afflicted individual moves from 
an unpleasant world into an unreal world 
of fictions. These fictions may be equally 
unpleasant. Class V individuals are trapped. 


12. For a discussion of the problems involved in 
this area see John A. Clausen, “The Sociology of 
Mental Illness,” in Robert K. Merton, Leonard 
Broom, and Leonard S. Cottrell, Jr. (eds.) Sociol- 
ogy Today (New York: Basic Books, Inc., 1959), 
pp. 502-504. 


DEFENSIVENESS IN ALCOHOLICS: MEASURES BASED 
ON THE MINNESOTA MULTIPHASIC 
PERSONALITY INVENTORY 


Ernest G. Palola, M.S. 
Joan K. Jackson, Ph.D. 
Daniel Kelleher, Ph.D. 


AIM OF THE STUDY 
It is the aim of the present study! to 


1. From the Department of Psychiatry, The Uni- 
versity of Washington School of Medicine, Seattle, 
Washington. This investigation was supported in 
part by Senior Research Fellowship SF-262-C from 
the Public Health Service and in part by the State 
of Washington Initiative 171 Funds for Research 
in Biology and Medicine. 


University of Washington School of Medicine 
University of Washington School of Medicine 
University of Washington School of Medicine 


assess the usefulness of certain Minnesota 
Multiphasic Personality Inventory scales to 
measure denial or defensiveness among ac- 
tive and inactive alcoholics.” 

The problem arose out of a larger study 


2. The term “active alcoholic” refers to alcoholics 
who were still drinking heavily at the time of the 
study. “Inactive alcoholics” refers to alcoholics who 
had ceased drinking. 
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of alcoholism and suicide.* During the early 
stages of interviewing in that study, it was 
observed that the reported frequency of sui- 
cidal behavior during the active phases of 
alcoholism by drinking alcoholics was con- 
siderably lower than that reported by inac- 
tive alcoholics. The results of the study re- 
vealed that the trend of low reporting of 
suicidal behavior by active alcoholics per- 
sisted (Table 1). Since there was no a priori 
reason for assuming greater suicidal be- 
havior among alcoholics who are now inac- 
tive in contrast to still active alcoholics, the 
possibility that active alcoholics might be 
withholding information seemed to be worthy 
of investigation. If active alcoholics tend to 
deny more than inactive alcoholics, it would 
be anticipated that there would be differ- 
ences between the two groups in the amount 
of suicidal involvemenc which they reported. 

Since the sample of inactive alcoholics was 
drawn from long-term members of Alco- 
holics Anonymous, it seemed probable that 
denial would have been less common. Accept- 
ance of the program of Alcoholics Anony- 
mous necessitates achieving a more realistic 
self-conception through a careful scrutiny 
of oneself and improved interpersonal rela- 
tionships. If these goals are achieved, the 
inactive alcoholic claims to feel less anxiety 
and less need to escape himself as he really 
is. The members of Alcoholics Anonymous 
appear to speak freely about their drinking 
selves and to have little inclination to hide 
previous behavior. Thus, the higher rate of 
suicidal behavior reported may be a function 
merely of the greater openness of this group, 
rather than due to more “actual” suicidal 
behavior during their drinking careers. 

The hypothesis that active alcoholics are 
defensive and given to denial has existed 
among researchers and clinicians for some 
time. Tiebout* states that “‘probably without 
exception, every true sufferer from the dis- 
ease of alcoholism passes through a long 
period when he is completely resistant to 


3. E. G. Palola, T. L. Dorpat, and W. R. Larson, 
“Alcoholism and Suicidal Behavior,” to be published 
in D. T. Pittman and C. R. Snyder (eds.), Society, 
Culture, and Drinking Patterns (New York: John 
Wiley, 1961). 

4. H. M. Tiebout, “The Problem of Gaining Co- 
operation from the Alcoholic Patient,” Quarterly 
Journal of Studies on Alcohol, 8 (1947), 47-54. 


the idea that he is sick and should have help. 
. . . the alcoholic finds himself stubbornly 
unwilling and even unable to acknowledge 
the fact that he is in trouble and should seek 
advice. . . .”” Archibald,® in speaking of the 
alcoholic who is particularly resistant to 
treatment, states that “another part of the 
problem, however, is the reasonably large 
percentages of alcoholics who refuse or defy 
any effort toward treatment and who persist 
in excessive consumption... .” 


Little has been written to expand on this 
hypothesis; the exact dimensions of its mean- 
ing are not evident. The authors cited above 
were concerned with the relationship of de- 
nial to recovery. Yet, it is probable that de- 
nial enters into many other facets of the al- 
coholic’s life in addition to denying that he 
is an alcoholic. Other indicators of denying 
behavior might be observed in the alcoholic’s 
discussion of such subjects as family rela- 
tions, home environment, extra-marital rela- 
tions, and criminal experience. Restricting 
the concept of denial to his being unwilling 
to admit alcoholism may be narrowing the 
focus too severely. It is quite possible that 
denial also entered into the discussions of 
suicidal thoughts and behavior in the present 
study. 

It was decided, therefore, to attempt to 
assess the relative amounts of defensiveness 
or denial with certain scales of the Minne- 
sota Multiphasic Personality Inventory. The 
scales used were the K and Hys. K, or self 
defensiveness, is interpreted as a measure of 
one’s unwillingness to report anxiety, patho- 
logical feeling, or socially undesirable be- 
haviors for a multitude of reasons or, in 
other words, of defensive maneuvers to pro- 
tect oneself against being seen as undesirable 
by others. Hys, or hysteria-subtle, on the 
other hand, is a scale made up of certain 
items from the Hy scale.* These items are 
considered to tap the mechanism of uncon- 
scious repression and denial of feelings as 
contrasted to the K items which presumably 


5. H. D. Archibald, “Resident Alcoholic Demands 
Study,” Alcoholism Research, Toronto, 3 (1956), 6-7. 

6. D. N. Weiner, “Subtle and Obvious Keys for 
the MMPI, in G. H. Welsh and W. D. Dahlstrom 
(eds.), Basic Readings on the MMPI in Psychology 
and Medicine (Minneapolis: University of Minne- 
sota Press, 1956). 
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tap defensive behavior on a more conscious 
level. 

Therefore, two questions are under scru- 
tiny: (1) Do K and Hys of the MMPI show 
differences in the extent of denial or de- 
fensiveness among active and inactive alco- 
holics? (2) What is the relationship between 
the amount of denial measured and reported 
behaviors (e.g., suicidal behavior) by active 
and inactive alcoholics? 


METHOD 
Sample 


Three groups of male alcoholics were 
studied between January 1st and July 15th, 
1959. All were drawn from the Seattle area. 

The first group of alcoholics were mem- 
bers of Alcoholics Anonymous. Since no list 
or record of members of Alcoholics Anony- 
mous is available, a systematic sampling was 
not possible. Thus, this group is composed 
of members who were willing to be inter- 
viewed. To be selected as interviewees mem- 
bers had to be male, white, sober for at least 
two years, and as a group, representative of 
the Seattle area. Of 58 approached for inter- 
view, 50 responded. 

The second and third groups were com- 
posed of active alcoholics. Twenty-four pa- 
tients were selected from King County Hos- 


pital in Seattle, where every alcoholic pa-- 


tient on the psychiatric ward was inter- 
viewed during June and July of 1959. The 
psychiatric ward draws from the entire area 
of King County, but the sample is biased 
toward the lower end of the socioeconomic 
scale. Forty-nine alcoholics were drawn from 
the Seattle Police Department Rehabilitation 
Project? between April and June, 1959. Ev- 
ery white male patient who had at least a 
30 days sentence was interviewed. The Re- 
habilitation Project, whose clientele is made 
up of recurrently arrested alcoholics, draws 
primarily from the Skid Road area. The sec- 
ond and third groups constitute the sample 
of active alcoholics. The extent of suicidal 
behavior reported in these three groups is 
given in Table 1. 


7. Joan K. Jackson, R. J. Fagan, and R. C. Burr, 
“The Seattle Rehabilitaticn Project for Chronic Al- 
coholics,” Federal Probation, 22 (1948), 36-41. 


Table 1 


Percentage and Frequency of Suicidal Behavior 
Among Alcoholics 











KCHi 

AA*F and SPR§ 
Suicidal Per Per 
Behavior Total N Cent N Cent 
None 66 12 24.0 54 74.0 
Thoughts Only 36 26 52.0 10 13.7 
Attempts 21 12 24.0 9 12.3 
Total 123 50 100.0 73 100.0 





yAlcoholics Anonymous. 
{King County Hospital, Seattle, Washington. 
§Seattle Police Department Rehabilitation Project. 


Instruments 


A schedule and a questionnaire dealing 


‘ with suicide and with the development of 


the drinking problem were used in the inter- 
views. In addition, two scales derived from 
the Minnesota Multiphasic Personality In- 
ventory* were used, as mentioned above. 
These scales were introduced after some 30 
interviews had been conducted with active 
and inactive alcoholics. 

The MMPI scale items were presented to 
the subjects prefaced by the following brief 
comments : 


I have here a group of items that have 
been constructed in hopes of gaining addi- 
tional information about alcoholics and their 
thought patterns. I will read them to you 
one at a time and you are to indicate to me 
eens you think the statement is true or 

alse.... 


RESULTS AND DISCUSSION 


In Tables 2 and 3, the standard scores? are 
presented for the MMPI scales, categorized 
according to the sample involved and sui- 
cidal behavior reported. The data in both 
tables show that the AA group has the high- 
est scores on the MMPI scales for the “‘none” 
and “thoughts only” categories, and the low- 
est scores for “attempts.” On both scales 


8. S. R. Hathaway and J. C. McKinley, Minnesota 
Multiphasic Personality Inventory, The Psychologi- 
cal Corporation, 1951. 

9. A T-score is a value based on a distribution 
which has an arithmetic mean of 50 and a standard 
deviation of 10. 














188 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


the scores of the active alcoholics tend to be 
very similar and in contrast to the inactive 
alcoholics’ scores. Mean T-scores for -the 
three samples on each scale based on norma- 
tive data are also given. These scores repre- 
sent the average score on each scale when 
suicidal behavior has been held constant. 


Table 2 


MMPI Scores for the Self-Defensiveness Scale 
(Standard Scores) * 


Active Inactive 
Alcoholics Alcoholics 
KCHt SPR§ AAt 
N:24** N:35** N:36** 








Suicidal Behavior 





None 48 48 58 
Thoughts Only 44 45 50 
Attempts 53 50 49 
Average Standard Score 48 48 52 





*Source of norms for the Self-Defensive Scale, 
S. R. Hathaway and J. C. McKinley, The Minnesota 
Multiphasic Personality Inventory, 1948. 

**The N’s given are smaller than the sample size 
for the entire study because the collection of the 
MMPI data started after some 30 interviews were 
already completed. 

yAlcoholics Anonymous. 

{King County Hospital, Seattle, Washington. 

§Seattle Police Department Rehabilitation Project. 


Table 3 


MMPI Scores for the Hysteria-Subtle Scale 
(Standard Scores) * 











Active Inactive 

Alcoholics Alcoholics 
KCHt SPR§ AAt 
Suicidal Behavior N:24 N:35 N:36 
None 53 50 68 
Thoughts Only 46 50 55 
Attempts 59 62 55 
Average Standard Score 53 54 59 





*Norms for the Hysteria-Subtle Scale from D. N. 
Weiner (See Reference 6). 

yAlcoholics Anonymous. 

{King County Hospital, Seattle, Washington. 

§Seattle Police Department Rehabilitation Project. 


With reference to research question one, 
differing amounts of denial are found for 
active and inactive alcoholics. Typically, the 
AA members were rated as more highly de- 
fensive that the hospitalized alcoholics and 
the alcoholics in the rehabilitation project. 
This is the reverse of the posited relation- 
ship between active alcoholism and amount 
of denial. Thus, a close look at what is meant 





by the concepts of denial, defensiveness and 
repression is in order. 

As mentioned above, active alcoholics tend 
to deny that they are alcoholics. They also 
tend to deny that alcohol has created a large 
problem in their lives. As a result, less sui- 
cidal behavior may be reported. So, in a 
sense, an active alcoholic will deny that his 
life is being seriously disrupted in factual 
or concrete ways by his alcoholic behavior. 
However, it has been observed that active 
alcoholics are very prone to admit to a great 
many feelings of personal discomfort. The 
popular phrase “crying in his beer’ reflects 
the alcoholic’s complaint that his wife doesn’t 
understand him, his boss picks on him, peo- 
ple do not like him, et cetera, all of which 
makes him feel very unhappy and uncom- 
fortable. Thus, he is defensive and denying 
about the fact of alcoholism and its disrupt- 
ing effect on his life, but open and hyper- 
sensitive to feelings of unhappiness and de- 
pression. 

Additional evidence concerning the gen- 
eral discomfort of active alcoholics is avail- 
able in a recent unpublished study by Kogan 
and Jackson.’ Non-tuberculous alcoholics 
(SPR patients) were studied by means of 
the LaForge-Suczek Interpersonal Check 
List!! and the Cornell Medical Index!? to as- 
certain whether the patterns which appeared 
to be characteristic of hospitalized tubercu- 
lous alcoholics were also prominent among 
non-tuberculous alcoholics. In an earlier 
study, the alcoholics in the tuberculosis hos- 
pital had been identified as employing a 
majority of the following traits in their self 
descriptions: apologetic, often admired, al- 
ways pleasant and agreeable, sociable, neigh- 
borly, tender and soft-hearted, gives freely 
of self, too easily influenced by friends, et 


10. Kate L. Kogan and Joan K. Jackson, “Two 
Self-Concept Patterns in Alcoholics.” Presented at 
the meeting of the Western Psychological Associa- 
ttion, San Jose, California, April 23, 1960. Unpub- 
lished. 


11. Rolfe LaForge and Robert F. Suczek, “The 
Interpersonal Dimension of Personality: An Inter- 
personal Check List,” Journal of Personality, 24 
(1955), 94-112. 


12. Keeve Brodman, A. J. Erdman, Jr., and H. G. 
Wolff, Cornell Medical Index Health Questionnaire 
(New York: New York Hospital-Cornell Medical 
Center, 1949). 
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cetera. However, this kind of self descrip- 
tion, which puts emphasis on getting along 
with others, was observed to be significantly 
less among the SPR (rehabilitation) pa- 
tients. The SPR alcoholics saw themselves 
as exhibiting a trait complex characterized 
by skepticism, distrust, and social isolation. 
The trait complex found to be common to 
the SPR patients included: often gloomy, 
frequently disappointed, not self-confident, 
not self-reliant and assertive, not liking to 
compete with others, not straightforward 
and direct, resents being bossed, bitter, un- 
friendly, complaining, self-punishing, de- 
pendent, selfish, stubborn, et cetera. 

Jackson and Kogan conclude that the hos- 
pitalized tuberculous alcoholic chooses to de- 
scribe himself in terms of socially approved 
behavior and does not select adjectives which 
commonly imply social discomfort. The al- 
coholic who is institutionalized for his drink- 
ing, conversely, sees himself as lacking so- 
cially desirable traits and as having unde- 
sirable ones. 

The situation for the inactive alcoholic is 
different. In his AA activities, he has learned 
to dwell on, and make as public as possible, 
the terrifying effect that alcoholism has had 
on him. He talks openly about how terrible 
things were and, for example, admits to more 
suicidal thoughts. However, he is also en- 
couraged to take an optimistic, positive ap- 
proach to his interpersonal relationships. He 
emphasizes his wife’s good points, tries to 
get along with his boss and, above all, stops 
feeling sorry for himself. 

The difference is in the focus of denial 
and defensiveness between active and inac- 
tive alcoholics. When a person moves from 
active to inactive aldoholism within the 
framework of AA, part of what appears to 
happen is that he stops denying the fact of 
his alcoholism and begins denying and re- 
pressing his unhappiness with his lot in life. 

Thus, the findings of greater K and Hy 
scores for AA members may reflect the de- 
nial of anxiety and discomfort by the inac- 
tive alcoholic. The lower frequency of sui- 
cidal thoughts and behavior reported by the 
hospitalized alcoholics and the alcoholics in 
the rehabilitation project may reflect the 
denial of the disruptive influence of alco- 
holism by the active alcoholic. 

Some further considerations should be 


mentioned. None of the K or Hys scores re- 
ported are remarkably high except for the 
AA group that reports no suicidal thoughts. 
So, with this exception, none of the scores 
reflect a group that uses repression and de- 
nial to an extreme degree. Rather, all groups 
are fairly open in regard to personal dis- 
comfort. The differences are relative rather 
than absolute. However, the finding that the 
“none” group of AA’s has a high absolute 
elevation of both K and Hys lends support 
to viewing K and Hys as being indices of 
repression and denial. 

Also, the socioeconomic status of the hos- 
pitalized and the rehabilitation population 
is probably different from that of AA mem- 
bers. Further studies of a group comparable 
to KCH and SPR populations on socioeco- 
nomic factors, but who are not committed 
alcoholics will shed light on whether such 
factors influence these particular MMPI 
scales. 


Conclusions 


The instruments involved in the present 
study allowed for a valid measurement of 
self-protectiveness or defensiveness among 
the alcoholics interviewed. The AA members 
showed relatively higher self-protective feel- 
ings, which are interpreted as demonstrat- 
ing the resocializing effects of AA member- 
ship, i.e., willingness to accept the problem 
of alcoholism and suicidal behavior, but an 
unwillingess to admit any unhappiness with 
his lot in life. In contrast, the active or 
drinking alcoholic is not willing to accept the 
fact of his alcoholic problem or the degree 
of suicidal contemplation. But he is willing 
to endorse many adjectives describing his 
life as involving considerable personal dis- 
comfort. 

It might be concluded, then, that the 
amount of reported suicidal behavior by ac- 
tive alcoholics is probably conservative. To 
validate such a proposition would necessitate 
the utilization of some external or ancillary 
criterion as a basis of comparison with be- 
havior reported by an interviewee. In the 
case of studying alcoholics and their suicidal 
preoccupations and experiences, one might 
contact close friends or relatives from whom 
comparative information could be obtained. 
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ROLE EXPECTATIONS AND COMMUNICATION IN THE 
THERAPIST-PATIENT RELATIONSHIP 


David Mechanic, Ph.D. 


The purpose of psychotherapy is primarily 
one of alleviating what is defined as “poor 
mental health” and bringing about what is 
defined as “good mental health.” It would 
seem logical, therefore, to expect a therapy 
based on tested conceptions of personality 
growth to be more efficient in guiding the 
therapist than those not so constructed. 

Paradoxically, theoretical schools of psy- 
chotherapy differ little in the results they 
report in the treatment of the “mentally 
ill,” however they measure “mental illness.’’” 
The statistics are rather crude and, although 
overall rates of therapeutic success are simi- 
lar from one theoretical school to another, 
we know little about the adequacy of various 
therapeutic procedures for patients with 
particular disorders. However, the similar 
rates of success of various schools of therapy 
suggest that it might be fruitful to study 
what the various therapists do, rather than 
what they say they do.* It is likely that these 
therapies have much in common. Whatever 
the therapist’s conceptions, it is probable 
that he uses, to some extent, simple inter- 
personal devices: facilitation, encourage- 
ment, sympathy, and instruction. 


1. The purpose here is not to present a complete 
psychotherapeutic theory but rather to demonstrate 
the value of some social concepts to the therapeutic 
situation. 

2. George O. Baehr, “The Comparative Effec- 
tiveness of Individual Psychotherapy, Group Psy- 
chotherapy, and a Combination of These Methods,” 
Journal of Consulting Psychology, 18 (1954), 179- 
183; Fred E. Fiedler, “A Comparison of Thera- 
peutic Relationships in Psychoanalytic, Non-Direc- 
tive and Adlerian Therapy,” Journal of Consulting 
Psychology, 14 (1950), 486-445; Also see Sebastian 
DeGrazia, Errors of Psychotherapy (New York: 
Doubleday and Company, 1952); Richard T. La- 
Piere, The Freudian Ethic (New York: Duell, Sloan 
and Pearce, 1959); Philip Rieff, Freud: The Mind 
of the Moralist (New York: Viking Press, 1959); 
and H. J. Eysenck, “The Effects of Psychotherapy,” 
in H. J. Eysenck, (ed.) Handbook of Abnormal Psy- 
chology (New York: Basic Books, 1961). 

3. Jerome D. Frank, “The Dynamics of the Psy- 
chotherapeutic Relationship,” Psychiatry 22 (1959), 
17-39; William Sargent, Battle For the Mind (New 
York: Doubleday and Company, 1957); Sebastian 
DeGrazia, op. cit. 


The University of Wisconsin 


PURPOSE OF THE DISCUSSION 


It is, therefore, the purpose of this discus- 
sion to explore the relevance of these inter- 
personal influences for the psychiatric situa- 
tion. Through the concepts of communica- 
tion and role, it will be suggested how an 
intimate association may be built between 
the processes of personality development and 
the therapeutic context. This is not to imply 
necessarily that this interpretation is ex- 
clusive of other ways of conceptualizing the 
therapist-patient relationship or treatment 
in general; nor is it exclusive of chemother- 
apy. Rather than discuss treatment alterna- 
tives, a problem of merit, in itself, attention 
is directed to the problem of interpreting the 
traditional psychotherapeutic relationships 
using the concepts of communication and 
role. 


The Concepts of Role and Communication 
as Frames of Reference 


To the reader schooled in sociological con- 
ceptions, much of what is here will not be 
new. Already, there are a number of discus- 
sions of the relevance of the role and com- 
munication concepts for psychiatry.* This 
study departs from earlier discussions in 


4. John P. Spiegel, “The Resolution of Role Con- 
flict Within the Family,” in Milton Greenblatt, 
Daniel J. Levinson, and Richard H. Williams, The 
Patient and the Mental Hospital (Glencoe: The 
Free Press, 1957); Nathan Ackerman, Psychody- 
namics of Family Life (New York: Basic Books, 
1958); Harry Stack Sullivan, “Introduction to the 
Study of Interpersonal Relations,” Psychiatry, 1 
(1938), 121-134; Harry Stack Sullivan, Conceptions 
of Modern Psychiatry (Washington, D. C.: William 
Alanson White Psychiatric Foundation, 1947); Har- 
ry Stack Sullivan, The Interpersonal Theory of Psy- 
chiatry (New York: Norton, 1953); Harry Stack 
Sullivan, The Psychiatric Interview (New York: 
Norton, 1954); Harry Stack Sullivan, Clinical 
Studies in Psychiatry (New York: Norton, 1956); 
Jurgen Ruesch and Gregory Bateson, Communica- 
tion: The Social Matrix of Society (New York: 
Norton, 1951); Jurgen Ruesch, Disturbed Com- 
munication (New York: Norton, 1957). Also see 
reference 6. 
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that its aim is to provide a brief outline of 
a role model of personality development, to 
view the therapy situation as a possible ex- 
tension of this development, and to suggest 
a number of research problems and hypoth- 
eses. 

The person may be viewed from any of a 
number of different frames of reference: 
physiological, psychological, social, and cul- 
tural. When we think of the social aspects 
of behavior, we usually concern ourselves 
with the mutual expectations persons have 
of one another, with the ways these expecta- 
tions are communicated and perceived, and 
with how deviations from these expected be- 
haviors are treated. In short, we are con- 
cerned with the various dimensions of role 
relationships. The psychological and physio- 
logical views of behavior are more usually 
related to intrapsychic processes and the in- 
ternal feeling states people experience. What 
we call ‘mental illness” can be evaluated 
either in terms of the observed behavior of 
people—the extent to which they deviate in 
negatively evaluated ways from the expecta- 
tions and requirements of the social groups 
in which they live—or their reported feeling 
states, the anxiety, fear, or depression they 
may experience. That persons belong to 
groups differing in their evaluations of what 
is deviant makes the refined definition of 
illness rather difficult—if, indeed, possible— 
as had been indicated by a number of per- 
sons interested in this problem. Since the 
definition of illness is not the main concern 
of this paper, its complexities and difficul- 
ties allow no lengthy discussion here.® 

The concepts of role and communication 
have a considérable history in discussions of 
personality development; for it has long been 


5. For a discussion of this problem see David 
Mechanic, “Some Factors in Identifying and Defin- 
ing Mental Illness,” to appear in Mental Hygiene, 
1962. For summaries of health concepts see Maria 
Jahoda, Current Concepts of Positive Mental Health 
(New York: Basic Books, 1958); Fredrick C. Red- 
lich, “The Concept of Health in Psychiatry,” in 
Alexander H. Leighton, John Clausen, and Robert 
Wilson (eds.) Explorations in Social Psychiatry 
(New York: Basic Books, 1957); Elaine Cumming 
and John Cumming, Closed Ranks (Cambridge: Har- 
vard University Press, 1957); John Clausen and 
Marion R. Yarrow (editors), “The Impact of Mental 
Illness on the Family,” Journal of Social Issues, 11 
(1955). 


recognized that the person is a social prod- 
uct. Here these concepts are employed as 
frames of reference for analyzing some per- 
sonality problems or maladjustments that 
can be viewed as the result of inadequacies 
in communication and conflicts, or distor- 
tions, in roles. 


The Relevance of the Concepts of Role and 
Communication for Personality Development 


Following birth, the child’s contacts with 
his environment are limited and the persons 
he relates to are few. With physical and 
mental growth and the development of con- 
ceptual tools, the child begins to differenti- 
ate himself from other persons and objects. 
He slowly—but most certainly—becomes so- 
cial by learning to be aware of, and conform 
to, the expectations of others within his en- 
vironment. As the child learns to take the 
role of the other, he becomes able to antici- 
pate others’ expectations, and he learns to 


‘discriminate between accepted and disap- 


proved behaviors. In taking the role of the 
other, the child begins to assume the atti- 
tude of the other, and begins to anticipate 
whether reward or punishment will follow 
if he behaves or does not behave in a certain 
fashion. 

Therefore, the child’s behavior represents 
a response to the expectations of others, and 
the view the child develops of himself and 


6. Charles H. Cooley, Human Nature and the 
Social Order (New York: Scribner, 1902); Charles 
H. Cooley, Social Organization (New York: Scrib- 
ner, 1923); George H. Mead, Mind, Self and Soci- 
ety (Chicago: University of Chicago Press, 1934); 
Richard T. LaPiere, A Theory of Social Control 
(New York: McGraw Hill, 1956); Alfred R. Lin- 
desmith and Anselm L. Strauss, Social Psychology 
(revised edition, New York: Dryden, 1956); Theo- 
dore Newcomb, Social Psychology (New York: Dry- 
den, 1950); Samuel Kirson Weinberg, Society and 
Personality Disorders (New York: Prentice Hall, 
1952). Some evidence supporting this point of view 
would include Kingsley Davis, “Extreme Social Iso- 
lation of a Child,” American Journal of Sociology, 
45 (1940), 554-564; Kingsley Davis, “Final Note on 
a Case of Extreme Isolation,” American Journal of 
Sociology, 50 (1947), 482-437; Theodore Newcomb, 
Personality and Social Change (revised edition, New 
York: Dryden, 1958); and Seymour Lieberman, 
“The Effects of Change in Roles on the Attitudes 
of Role Occupants,” Human Relations, 9 (1956), 
385-402. 
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the attitudes he learns to take toward others 
are related to the content of his learned roles 
and the views others express when he per- 
forms. The child’s judgments of himself are 
strongly influenced by the treatment ac- 
corded him, and after he masters the use 
of concepts, he learns to apply descriptions 
to himself which have common group mean- 
ings. These words symbolize specific forms 
of behavior in terms of their value to the 
group, and thus are involved with incre- 
ments of reward and punishment. 

As the child learns the value of his own 
behavior and begins to associate certain be- 
haviors with parental approval and others 
with punishment, he begins to have more 
control over his environment. The American 
child who is very dependent upon his par- 
ents, and especially his mother, not only 
gains satisfaction from the tangible rewards 
he might obtain but also from the evidences 
that mother is pleased with his behaviors. 
The child begins to obtain satisfaction from 
behaviors he associates with pleasing re- 
sponses from mother and other significant 
persons, even out of their presence, and thus 
begins to learn to reward himself. The proc- 
ess by which the child learns to perform ap- 
proved behaviors and avoid punishable ones 
in the absence of the socializing agent is 
what we refer to as internalization. 


Difficulties Relating to Role and 
Communication 


The medium through which the child 
learns his roles and begins to internalize 
values is communication. When communica- 
tions are clear and consistent, the person can 
distinguish the expectations of others and 
behave accordingly; when communications 
become unclear, role distortions are likely to 
occur. While personality is highly flexible 
and illness can be precipitated at many dif- 
ferent points in life, it may be that persons 
are most vulnerable when being initiated 
into a new communication system, and, 
hence a new series of interlocking roles; for 
such new and “stressful” situations often 
lead to inappropriate responses which may 
or may not be regarded as “illness.” The most 
crucial introduction into communication sys- 
tems is during childhood, when the rules and 


essentials of communication are first learned 
and the child is learning largely how to 
learn.? Subsequently, removal into new 
groups and new situations requires further 
adaptations to new rules for communication. 

To the extent that important others can 
adequately communicate to the child just 
what their expectations are, and properly 
administer rewards and punishments, there 
seems to be little reason to expect that dif- 
ficulties will develop if the child has the 
mental and physical capacities to conform to 
parental expectations. One of the more seri- 
ous conditions for the child occurs when he 
is unable to anticipate the expectations of 
his parents or other important persons. This 
can occur as a result of inconsistency on the 
part of the parents, either in administering 
reward and punishment on the one hand, or 
inconsistency in what they expect of the child 
on the other. Here, the important variable 
is not the range of expectations (whether 
narrow or wide in scope) but rather the 
consistency with which the parents transmit 
communications and with which the child re- 
ceives them. If the child is confused by hap- 
hazard-like administration of rewards and 
punishments following his various behaviors, 
he has little way of ascertaining whether or 
not the behavior is expected or approved.® 


7. For a discussion of learning to learn, see Greg- 
ory Bateson, “Social Planning and the Concept of 
Deutro-Learning,” Science, Philosophy and Religion 
(Second Symposium, Conference of Science, Phil- 
osophy, and Religion, New York: 1942). 


8. It is important, here, to differentiate between 
“inconsistent” cues and “ambiguous” cues although 
they may lead to similar effects. When we speak 
of inconsistent cues, we observe that the agents of 
socialization change their expectations from one 
occasion to another, without any cue to the child 
as to when one behavior will be expected rather 
than some other. The child must then contend with 
haphazard-like expectations. On other occasions, 
parents might be very consistent in what they ex- 
pect of the child, but provide only ambiguous cues 
and the child, not fully comprehending these cues, 
may make inconsistent or undesired responses. This 
latter situation is probably less serious, for if the 
parent is consistent in how he rewards and punishes 
the child’s behaviors, it is possible that the child 
might discover some cues and achieve conceptual 
clarity and an adequate response. In the former 
case, however, where the inconsistency is completely 
a function of the parent, remedial measures are 
more difficult to achieve. 











Not only does this leave him uncertain as to 
what to expect, but also leads to anxieties 
and doubts about his behavior and about the 
kind of person he is. We know, for example, 
that one can invoke “neuroses” in animals 
by exposing them to stimuli associated with 
reward and punishment that are so alike that 
the animals cannot discriminate between 
them. Bateson and associates,® in their dou- 
ble-bind theory of schizophrenia, point out a 
similar human phenomenon: that persons 
faced with a situation in which any behavior 
they perform may be the wrong one, may de- 
velop schizophrenic-like symptoms. 

The effects of inconsistencies in com- 
munication depend on both the importance of 
the areas of life in which they occur and 
their frequency. A person who understands 
few communications and, in general, has a 
great deal of anxiety about communicative 
processes, other factors constant, would be 
more handicapped than the person who has 
difficulties with only one facet of his com- 
municative network (i.e., those communica- 
tions dealing with his sexual role, or his po- 
litical role). 

Being faced with contradictory expecta- 
tions is a second area of difficulty, as when 
communications from each of the parents 
are inconsistent with one another, or the 
communications from any one parent are 
inconsistent from one dimension of life to 
another. To the extent that the child has the 
ability cognitively to separate and deal with 
these categories, the problem does not be- 
come terribly serious. For example, the child 
may learn to behave one way with mother 
and perform differently for father. To the 
extent that the child has difficulty in under- 
standing the contradictory roles he may be 
expected to assume, problems become ap- 
parent. 

When the child learns very consistent ex- 
pectations, constricted in scope, he may have 
difficulties when he moves outside the fam- 
ily. For the child must not only understand 


9. Gregory Bateson, Don D. Jackson, Jay Haley, 
and John Weakland, “Towards a Theory of Schizo- 
phrenia,” Behavioral Science, 1 (1956), 251-264; 
and John Weakland and Don D. Jackson, “Patient 
and Therapist Observations on the Circumstance 
of a Schizophrenic Episode,” American Medical As- 
sociation Archives of Neurology and Psychiatry, 79 
1958), 554-574. 
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the expectations of others, but also must de- 
velop the adaptive capacity to deal with the 
conflicting demands he is likely to meet with 
in the larger world in which he must eventu- 
ally play a part. Perhaps it is the structure 
of society, as some persons have suggested, 
that makes inevitable a good deal of what 
we call “mental illness.’ At any rate, if 
the parents are both consistent but not over- 
protective in what they expect of the child, 
it seems more likely that the child will be 
better prepared to cope with life outside the 
family situation. In other words, the child 
must learn, in some measure, to cope with 
“disagreements” and “uncertainty.” We 
should recognize, however, that, in our cul- 
ture, the family inconsistencies that the child 
experiences are likely to be of a much more 
serious nature than those he meets in other 
groups. For, as the child matures, he is likely 
to increase his range of important others so 
as probably to be less dependent on any 
single individual. It has been pointed out in 
cross-cultural studies that persons interact- 
ing with others who are defined as replace- 
able can make better adaptations to separa- 
tion than persons in relationships with oth- 
ers defined as unique and irreplaceable." 
As the growing child takes on various new 
social roles outside the family, he faces the 
possibility of new kinds of disturbances. He 
must adapt to new expectations and de- 
mands, learn the rules of new communica- 
tion systems, and maintain some integration 
as a personality. Whether he will experience 
difficulties will depend on the adequacy of 
his early training and the demands made 
upon him. Of course, adjustment is relative, 
and probably all persons, to some extent, 
suffer some role and communication distor- 
tions. Perhaps, this is why some analysts 
argue that all persons can benefit from ther- 
apy. From a social viewpoint, however, what 
is important to recognize is that it is pri- 
marily when role and communication dis- 
tortions become visible, and result in seri- 
ous consequences for the person, the group, 


10. For example, see Margaret Mead, Coming of 
Age in Samoa (New York: Morrow, 1938); and 
Lawrence K. Frank, Society as the Patient (New 
Brunswick: Rutgers University Press, 1948). 

11. See, for example, Edmund H. Volkart, “Be- 
reavement and Mental Health,” in Alexander Leigh- 
ton, et. al., op. cit. 
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or both, that they are defined as “mental ill- 
ness” and acted upon. Probably, only a very 
small proportion of role difficulties are de- 
fined eventually as “mental illness.” Such 
definitions are most likely to occur when the 
individual’s role difficulties become bother- 
some to others. 


The Relevance of the Concepts of Role and 
Communication for the Therapeutic 
Situation 


The definition of a person as “mentally 
ill,” by himself or others, may eventuate in 
his entering a therapeutic relationship. The 
therapeutic process is social, and for the pa- 
tient may be viewed as a transition into a 
new kind of communication and role net- 
work. The concepts of role and communica- 
tion, used for analyzing personality develop- 
ment, therefore, continue to have relevance 
for understanding the patient in his new 
situation. 

Although the therapeutic situation has 
many characteristics similar to other role 
systems, there are some distinct differences 
worthy of recognition. For example, when 
the patient enters the therapeutic situation, 
he is usually encouraged to express his 
“deeper” thoughts openly. In other words, 
the therapist often attempts to communicate 
that the situation is a permissive one. More- 
over, the fact that the therapist is occupy- 
ing an institutionally defined professional 
role, serves, to some extent, as a guarantee 
to the patient that he is not likely to be open- 
ly rejected or humiliated, and that informa- 
tion he provides will not become public 
knowledge. The therapist-patient relation- 
ship, therefore, manages to offer both the 
formal advantages of a professional rela- 
tionship, and some of the advantages of in- 
timacy usually associated with informal 
structure. 

It would be erroneous, however, to assume 
that because the therapist may attempt to 
create an intimate, permissive, atmosphere, 
the situation is necessarily permissive. Both 
the patient and therapist enter the situation 
with social identities which cannot be easily 
discarded, and which affect the manner in 
which they communicate, define one another, 
and exert influence. This probably accounts 


for the fact that patient and therapist seem 
to work best together when they come into 
the situation with similar social back- 
grounds, and hence, similar values and iden- 
tities.!* 

The definition of therapeutic roles at- 
tempts to minimize the social identities of 
patient and therapist. The social definition 
of the therapeutic situation is designed to 
make all of the actors’ roles other than the 
therapeutic roles relatively insignificant. 
The patient in therapy is expected to enter 
a temporarily defined “patient role” which 
may or may not affect the other roles he 
might occupy in the social system. At any 
rate, his other roles are defined as irrelevant 
to his role in therapy, and whether he be a 
doctor, bank clerk, or tool maker, his thera- 
peutic role receives similar definition, that 
of seeking help from a supposedly expert 
person who is defined as capable of provid- 
ing such help. Moreover, the situation is pre- 
defined in that the patient is expected to re- 
late his problem to the therapist but the 
therapist, in turn, is not expected to recipro- 
cate.!% 

The position occupied by the therapist 
within the larger social structure is one de- 
fined as requiring technical proficiency and 
is accorded high prestige. The role of thera- 
pist as defined by the profession stresses 
obligation and puts the welfare of the pa- 
tient above the therapist’s personal inter- 


12. Hollingshead and Redlich report [August B. 
Hollingshead and Fredrick C. Redlich, Social Class 
and Mental Illness (New York: Wiley, 1958)] that 
the most dominant characteristic of New Haven 
psychoanalysts is upward mobility and that the pa- 
tient’s desire to improve his own status in life 
seems particularly relevant to good rapport with 
his psychiatrist. They further suggest that thera- 
pists work best with persons of social backgrounds 
similar to their own. They indicate that the psychi- 
atrist is frequently irritated by his lower class pa- 
tients’ inability to think in his terms and is frus- 
trated by the social conditions of the patient that 
make it difficult for the patient to “improve.” Also 
see Leslie Shaffer and Jerome K. Myers, “Psycho- 
therapy and Social Stratification,” Psychiatry, 17 
(1954), 83-93; John Clausen and Marion Yarrow, 
“Paths to the Mental Hospital,” Journal of Social 
Issues, 11 (1955), 25-32. 

13. For a discussion of the contract between pa- 
tient and therapist, see Karl Meninger, Theory of 
Psychoanalytic Technique (New York: Basic Books, 
1958). 











ests.14 As seen through the eyes of the non- 
technical person, the therapist has rare tech- 
nical competence, and the patient is likely 
to have expectations in this regard. In sum, 
the institutional definition of the situation 
puts the person in the position of “patient” 
seeking help from a competent and trained 
person to aid in some problem which he is 
unable to solve for himself. 


Initial Definitions of the Therapeutic 
Situation 


The initial interviews are of great impor- 
tance; for, as in other social relationships, 
the patient seeks out cues as to what the 
therapist will be like and as to whether he 
should continue the relationship. From the 
data available, it seems that the patient’s 
willingness to remain in a therapeutic rela- 
tionship will depend on how he perceives the 
therapist’s competence to help him solve his 
problem and the extent to which the thera- 
pist seems interested in him as a person.15 
If we assume this is correct, we would ex- 
pect that, in early interactions, the therapist 
would be most likely to retain his patient in 
therapy if he imparts confidence and trust 
in the patient. Some theoretical schools of 
psychotherapy fail to operate on this prin- 
ciple. For the non-directive type therapist, 
who, on first meeting the patient, assumes 
a role which leaves the patient fully respon- 
sible for solving his own problem, is unlikely 
to impart the necessary view of the thera- 
pist’s special skills. This might account, in 
part, for a great many patients leaving 
therapy after one or a few sessions. From 
the data available, it would seem that the 
therapist should not undermine the patient’s 


14. Talcott Parsons, The Social System (Glencoe: 
The Free Press, 1951), Chapter VII. 


15. Norman Polansky and Jacob Kounin, “Clients’ 
Reactions to Initial Interviews,” Human Relations, 
9 (1956), 237-264. 


16. For an interesting study on the therapist’s 
ability to influence the patient, see J. Maurice 
Rogers, “Operant Conditioning in a Quasi-Therapy 
Setting: The Influence of Interviewer Reinforce- 
ment upon Subject’s Self Reference Verbalizations” 
(Stanford University Dissertation, 1959). Another 
relevant discussion can be found in Jerome Frank, 
Persuasion and Healing (Baltimore: Johns Hop- 
kins Pres, 1961). 
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confidence in his skills or ability to get the 
patient well; for we know that this confi- 
dence can be a very powerful medicine.'* 

Another factor, seemingly important in 
the efficacy of the therapeutic relationship, 
is the degree to which the patient feels com- 
mitted to it. It is likely that the greater the 
investment the patient is required to make, 
the greater will be his commitment to ther- 
apy. It may be expected, for example, that 
patients, who become clearly involved in 
therapy because of the heavy financial and 
emotional investment required, will be both- 
ered more by uncomfortable feelings about 
their investment than patients who invest 
little. The investment may result in cognitive 
dissonance of some magnitude. The patient 
may have doubts about the efficacy of his 
therapy, the ability of his therapist, and the 
magnitude of the investment required of him. 
He can reduce his discomfort by praising 
the virtues of therapy, the skills of his thera- 
pist, and the beneficial effects of his treat- 
ment. This might account for the frequent 
observation of therapy patients discussing 
their treatment at cocktail parties as if ther- 
apy is a status badge. Therapy patients also, 
often, seek social support of others under- 
going therapy, and some, in fact, actually 
seek converts to therapy. In Festinger’s 
terms, the patient seeks cognitions which 
are consonant with his commitment.'? One 
might suspect, therefore, that commitment 
can be manipulated usefully in the therapeu- 
tic situation. 

The focus of the therapeutic situation is 
interaction—the interactions between pa- 
tient and therapist, and the reported inter- 
actions between patient and others—as was 
the focus of socialization discussed in the 
early part of this paper. The therapeutic 
situation, itself, represents the initiation or 
transition of the patient into a new system 
of roles in many respects similar to other 
role involvements the patients may have. 


17. See Leon Festinger, A Theory of Cognitive 
Dissonance (Evanston: Row Peterson, 1957). In an 
experimental study, Aronson and Mills demonstrated 
that subjects’ liking for a simulated group is as- 
sociated with the strength of initiation. See Elliot 
Aronson and Judson Mills, “The Effect of Severity 
of Initiation on Liking For a Group,” Journal of 
Abnormal and Social Psychology, 59 (1959), 177- 
181. 


196 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


The shared frame of reference assumed by 
patient and therapist is that the patient 
seeks help in regard to some problem and 
the therapist’s main concern is providing 
such help. The attitude the therapist is likely 
to have of his patient, the administration of 
treatment, and the eventual success of ther- 
apy is dependent on the degree to which 
therapist and patient can share a common 
frame of reference and this is likely to be 
influenced by factors relevant to the social 
strata from which patient and therapist 
come.!® 


The Therapeutic Relationship as an 
Experience in Resocialization 


The therapeutic situation may be viewed 
as largely a matter of resocialization and re- 
education of the patient. The role of the 
therapist, if we take this point of view, 
would be to interact with the patient in such 
a way as to correct, enlarge, or modify the 
patient’s role behavior which has become a 
problem. More specifically, the patient be- 
comes involved in a role relationship with 
the therapist; he is expected to conform to 
certain demands, to respond to the com- 
munications of the therapist, and, in general, 
to behave in a manner appropriate for the 
therapeutic relationship. This relationship 
may be utilized by the therapist to study 
how the patient perceives and responds to 
expectations, and the confusions in roles the 
patient may experience. The therapist may 
then use the patient-doctor relationship as 
a means for effecting behavior change. 

A similar phenomenon is discussed in clas- 
sical terms by the Freudians. It is interest- 
ing that while the basic Freudian framework 
is intrapsychic and largely asocial, the con- 
cept that has received primary importance 
in psychotherapy is transference. Freud 
stated that early impressions acquired dur- 
ing childhood are revived in the analytic 
situation, and are felt as immediate and real; 
and that they form potentially great ob- 
stacles to analysis if unnoticed and a great 
help to the analysis when understood. Trans- 
ference was separated into two components, 
the repressed erotic component which is used 
in the services of resistence and the friendly 


18. See footnote 12. 


and affectionate component—which though 
originally sexual—is the ‘“unobjectionable 
aspect of the positive transference and is 
that which brings about the successful re- 
sult in psychotherapy.” 

If transference is viewed from a some- 
what different point of view, it becomes 
synonymous with what role and learning 
theorists have been concerned about. For the 
person is largely a product of his experi- 
ences; he adapts to new situations on the 
basis of earlier ones; and how he behaves in 
a new situation, or toward a new person, is 
largely influenced by his perception of these 
situations and persons as similar or dissimi- 
lar to others he has already experienced. 
Persons relate themselves to new situations, 
using their past experiences as an indicator 
of what this new situation will be like. 
Transference—whether viewed as “good’’ or 
“bad’’—is a basic human process that always 
goes on in life situations. It is this general- 
ization from past role relationships which 
allows us to face new situations and new per- 
sons without bafflement. We size up the 
various cues—how the person talks, how he 
looks—and we then fit the person into a 
class, responding as we think persons in this 
class should be responded to. This point be- 
comes clearer if we think of a very formal 
status system such as the military. Authority 
rests with rank, and the soldier, more or less, 
behaves in a specified way when meeting a 
person of higher rank within certain social 
contexts. While other life situations are not 
as formally clear as the military—i.e., there 
are usually less definite rules and sanctions 
—a similar process takes place. Should we 
meet people who evoke cues which resemble 
those father used to evoke, we tend to re- 
spond to that person in a way resembling the 
way we learned to respond to father. 

Alexander,”® for example, has discussed 
how degree of transference can be varied. 
In general, as the therapist provides an am- 
biguous stimulus, the patient is more likely 
to make an inaccurate evaluation of what 


19. Janet M. Rioch, “The Transference Phenom- 
enon in Psychoanalytic Therapy,” in Patrick Mul- 
lahy (editor) A Study of Interpersonal Relations 
(New York: Grove Press, 1949), pp. 80-97. 


20. Franz Alexander, Psychoanalysis and Psycho- 
therapy (New York: Norton, 1956). 














the therapist is really like, and, in turn, re- 
spond to him as he would respond to some 
other person or persons.” There is no evi- 
dence that the therapist evokes an image of 
father in the patient, and that the patient 
responds to the therapist as he would re- 
spond to his father, but only that, as ambig- 
uity increases, the patient’s response is likely 
to become less unique for the situation, and 
probably more similar to the way he re- 
sponds to some other persons who resemble 
the therapist in some of the emitted cues. 

Thus, the role of therapist can not be to 
eliminate all transference. If one wishes to 
make the assumptions made in this paper, 
the role of the therapist can be to clarify 
and make the patient aware of how he be- 
haves with other persons. The patient-ther- 
apist relationship, therefore, may serve as an 
instructive example through which the ther- 
apist can teach the patient how to make 
better discriminations of cues and expecta- 
tions, and how to deal more adequately with 
various demands. 

The efficacy of the therapist in reeducat- 
ing or resocializing the patient is likely to 
depend, not only on the therapeutic situation, 
but also on the patient’s other role relation- 
ships. Therapy involves only a small propor- 
tion of the patient’s total role associations. 
What happens outside the therapeutic situa- 
tion is likely to affect the efficacy of re- 
education in therapy. If the patient’s be- 
havior change is reinforced in his outside 
interactions, the resocialization might well 
meet with success. If the therapeutic learn- 
ing is punished in interaction outside ther- 
apy, the reeducation process might well 
prove unsuccessful. For example, it is now 
commonly accepted that therapy with chil- 
dren is extremely difficult, if at all possible, 
unless parents are also treated. Teaching the 
child new behaviors or means for responding 
has little efficacy unless the socializing 
agents also learn to appropriately interact 
with the child. If the parents are not treated, 
they may punish the child’s newly acquired 
behavior, and make the relearning process 
ineffectual. Family therapy is less important 


21. For an experimental study of the ambiguity 
effect, see Edward S. Bordin, “Ambiguity as a 
Therapeutic Variable,” Journal of Consulting Psy- 
chology, 19 (1955), 9-15. 
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when working with the unmarried adult pa- 
tient who can be encouraged to change his 
environment and escape from some of the 
demands he has not been able to meet effec- 
tively. This change in environment possibly 
may provide him with new relationships in 
which his newly acquired role behaviors are 
rewarded and reinforced. Carstairs,?? for ex- 
ample, has presented interesting data which 
indicate that schizophrenic patients released 
from the hospital seem to function better 
when they do not return to their former role 
relationships. 


Repairing Disruptions in Communication 
and Role Relationships 


I have argued that the therapeutic situa- 
tion may be viewed as an experience in re- 
socialization. In this regard, it is interesting 
to note how the early therapeutic experience 
resembles early childhood role learning. As 
the person enters therapy, he is usually un- 
familiar with the therapist’s technical lan- 
guage or his view of psychopathology. Like 
the child, the patient, if he is acceptant of 
psychotherapy, begins to imitate the thera- 
pist, to pick up his language, and look at 
problems from his point of view. He begins 
to take the role of therapist towards him- 
self, and—if the therapy is to succeed—view 
himself as the therapist views him. Indeed, 
if he fails to adopt the frame of reference 
of the therapist, he is labeled a resistor. The 
introduction of the patient into this new and 
unique system of communication is most cer- 
tainly an experience in resocialization. 

The therapeutic relationship is a system 
of mutual expectations of patient and thera- 
pist. As the interaction continues, it becomes 
modified in a variety of ways. The therapist, 
therefore, may use this changing role rela- 
tionship as a teaching example. He may point 
out to the patient how the relationship is 
changing when the patient fails to see this. 
He may also use this occasion to exemplify 
principles which the patient may apply to 
some of his other role relationships. The 


22. G. Morris Carstairs, “The Social Limits of 
Eccentricity: An English Study,” in Marvin K. 
Opler (editor), Culture and Mental Health (New 
York: Macmillan), pp. 373-389. 
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therapist can clearly play a socializing role. 
He, like a good parent, can be consistent in 
his expectations of the patient; he can be 
consistent in how he rewards and punishes 
his patient in the course of their interaction; 
and he can see to it that his expectations of 
the patient, as much as possible, approximate 
realistic life situations, so as not to teach 
the patient to have unrealistic expectations 
of other people. In sum, the therapist can 
teach the patient how to respond realistically 
and appropriately to life situations. Ideally, 
if the therapist succeeds in getting the pa- 
tient to be more aware of the effects he has 
on others, and if therapeutic learning is re- 
inforced in life situations outside therapy, 
the patient may learn to better evaluate, un- 
derstand, and react to the expectations of 
others. The patient further may learn to deal 
with a wider and more flexible range of ex- 
pectations from others, and to more appro- 
priately behave in social situations. In other 
words the patient may learn, if therapy is 
successful, to make better discriminations, 
to use more flexible categories in dealing 
with others, and to better anticipate re- 
sponses in the social situations in which 
he takes part. 

Thus, the therapist could serve very effec- 
tively as an agent for influencing behavior 
change; as someone who teaches the patient 
how to recognize norms if not conform to 
them. If the patient becomes involved in 
therapy, the therapist becomes an agent of 
influence and his approval, encouragement, 


and support are highly significant for the 
patient. 

The purpose of this discussion has been to 
illustrate how the concepts of role and com- 
munication can be viewed as frames of ref- 
erence for understanding personality devel- 
opment and the treatment process. These 
concepts have received considerable theoreti- 
cal attention, evoked much research interest, 
and provide for the psychotherapeutic situ- 
ation a variety of interesting ideas from 
other areas of investigation. This is not to 
suggest that the concepts of role and com- 
munication are new to the therapeutic situ- 
ation, nor that they are of supreme utility 
and exclusive of other interpretations. Their 
merit stems from the fact that they have 
clear empirical referents and are open, there- 
fore, to investigation. Thus, they may serve 
to stimulate further thinking about possible 
alternative directions and definitions of the 
therapeutic situation. 

We, as yet, have to learn a great deal 
about therapeutic practice, and many lines 
of research remain to be attacked. The 
writer hopes the reader will view his sugges- 
tions as possible directions for continued re- 
search, and not as dogmatic assertions of 
“what is.” The psychotherapeutic relation- 
ship is very complex. With time, we will 
learn a great deal more about it. At this 
point, it is essential that we continue raising 
new questions, suggested by various points 
of view rather than settling for old “solu- 
tions.” 
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ADMINISTRATOR RESPONSIBILITY IN LARGE AND 
SMALL HOSPITALS IN A METROPOLITAN 
COMMUNITY* 


Robert C. Hanson, Ph.D. 


Among the many hypotheses tested by 
Neal Gross, Ward S. Mason and Alexander 
W. McEachern in their ground-breaking 
studies of the school superintendency role 
was one predicting that the definition of the 
division of responsibilities between an execu- 
tive subordinate and superordinate policy- 
makers would be affected by the size of the 
formal organization.! The result of their test 
of this hypothesis (which will be specified 
in detail below) was somewhat inconclusive. 
The authors concluded as follows: 


Support may be claimed for the hypothesis 
on the basis of the data obtained from in- 
cumbents of the subordinate position with 
which it was tested (superintendents) but 
not on the basis of the data obtained from 
incumbents of the superordinate position 
(school board members) .? 


This paper will report the data and results 
of a test of the same hypothesis conducted 
in a different institutional context, i.e., in 
which hospitals (rather than schools) are 
the formal organizations which vary in size, 
and in which hospital administrators and 
hospital board members are the subordinate 
and superordinate positions of concern in 
the organization (rather than superintend- 
ents and school board members). 

Gross, Mason, and McKachern postulate 
a set of assumptions from which the respon- 
sibility hypothesis (among others) may be 


*This paper reports on a part of the research on 
hospital-community relations conducted in Denver, 
Colorado, under a grant from the National Insti- 
tutes of Health for Project 108 under the Division 
of Hospital and Medical Services to Dr. Charles P. 
Loomis of the Area Research Center, Michigan State 
University. The author is indebted to Professor 
Loomis for his encouragement and support through- 
out the project and to Professor Lyle Saunders of 
the University of Colorado Medical Center for valu- 
able aid in the development of the several schedules 
used in the study. 

1. Explorations in Role Analysis: Studies of the 
School Superintendency Role (New York: John 
Wiley & Sons,.Inc., 1958), pp. 153-154. 

2. Ibid., p. 154. 


University of Colorado 


logically derived. The following assumptions 
are based on their original set,* modified in 
order and wording mainly to emphasize the 
concepts that seem especially relevant in the 
derivation of the responsibility hypothesis. 

1. The general function of an executive 
position in a formal organization is to see 
that the particular set of tasks for which 
subordinates are responsible is accomplished 
and that it contributes to the achievement of 
higher-order tasks for which the executive 
is himself responsible. 

2. When a formal organization increases 
in size, the number of different positions 
within it and the number of personnel re- 
quired to fill these positions increases ; there- 
fore, the line of authority becomes more ex- 
tended and the problems of administration 
and coordination become more complex. 


3. For formal organizations of the same 
type, when the problems of administration 
and coordination increase in complexity, the 
functional importance of the executive posi- 
tion increases requiring greater competency 
from the position incumbent.* 


4. Therefore, for formal organizations of 
the same type, the larger the organization, 
the more resources will be allocated to at- 
tracting and holding competent executives; 
thus, larger organizations will have more 
competent executives. 


5. The more competent the incumbent of 
the executive position, and the greater the 


3. Ibid., pp. 122-123 and 152-153. 


4. At the same time that the functional impor- 
tance of the executive position increases due to 
increasing complexity of the organization, it is 
probable that most superordinate board members 
experience a decline in their capacity to compre- 
hend the variety of managerial tasks and the mul- 
tiple implications of alternative administrative de- 
cisions. In large organizations, therefore, board 
members would tend to assign more responsibility 
to their top executives as predicted in the hypothe- 
sis. However, note the possible qualification dis- 
cussed later in the section on “problems for further 
research.” 
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functional importance of the position, the 
more the incumbent of the position will have 
confidence in himself and expect to handle 
major decisions, and the more incumbents of 
other positions will have confidence in and 
give support to him. Then it.follows that: 

In specifying the division of responsibility 
between an executive subordinate and super- 
ordinate policy-makers, incumbents of either 
position in large formal organizations will 
assign more responsibility to the subordinate 
executive than will incumbents of the same 
position in small formal organizations. 

The specification of this hypothesis in the 
hospital case leads to the prediction that ad- 
ministrators from larger hospitals will as- 
sign greater responsibility to their own po- 
sitions than will administrators from smaller 
hospitals, and similarly, that hospital board 
members from larger hospitals will assign 
greater responsibility to their administrators 
than will board members from smaller hos- 
pitals. 

The data for testing these predictions were 
secured from all 12 administrators of 10 
non-Catholic, general, community hospitals 
in the Denver metropolitan area, and from 
samples of board members from 9 of these 
hospitals.® 

The bed capacity of the hospitals was used 
as a measure of the size of the formal organ- 
izations. Four hospitals with from 50 to 86 
beds were classified as “small” hospitals; 
six hospitals with from 198 to 438 beds were 
classified as “large.” 

The hospital boards ranged in size from 7 
to 33 members. Structured questionnaires 
were distributed in person to the board mem- 
bers of five hospitals and collected (if com- 
pleted) one week later by the investigator 
and his assistants.*° In four others the ad- 
ministrator distributed the questionnaires 


5. The Catholic general hospitals in Denver were 
not included in this study because they do not have 
policy-making boards composed of community mem- 
bers like the other community hospitals. Most of the 
questions are not appropriate for the Catholic hos- 
pital situation. 


6. I wish to thank the members of a Research 
Practicum for their help in this phase of the proj- 
ect: Sheldon Bockman, R. M. Burkey, James and 
Gregory Burroughs, Grace Husted, J. Rolf Kjol- 
seth, Laurel Richardson, Kenneth N. Sawyer, and 
Jules J. Wanderer. 
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which were to be mailed to the investigator.’ 
Schedules were voluntarily completed by 45 
board members: 21 from board members 
of five large hospitals, and 24 from board 
members of the four small hospitals. It is 
not and could not be claimed that these re- 
turned questionnaires are from a representa- 
tive group of hospital board members. About 
half of those who returned questionnaires 
are officers of their boards. It is probable 
that the others who returned completed ques- 
tionnaires are somewhat more interested and 
involved in their hospital board responsibili- 
ties than the average nonreturning board 
member.’ If this is the case, the responding 
board members comprise a group of “effec- 
tive” board members of most concern to the 
administrators for their role in policy for- 
mation and decision making. 

Although the questionnaire consisted of 
several sections, the part of interest in this 
report is the “Division of Labor” instrument 
consisting of 20 questions, which follow. 


1. How is budget planning handled? 

2. How are medical staff grievances handled? 

3. When a particular piece of expensive technical 
equipment is needed: 

4. Who is responsible for the physical plant main- 
tenance necessary to keep the hospital in good op- 
erating order? 

5. Who is responsible for presenting to the board 
a recommendation for increases in the salaries of 
hospital employees? 

6. Who is responsible for presenting to the board 
medical staff requests for funds for medical re- 
search? 

7. Who is ultimately responsible for the proper 
care of the patient? 

8. Who is responsible for seeing that medical 
records are kept up to date? 

9. Who is responsible for the proper training of 
interns? 

10. Who decides what types of cases can be 
handled in the hospital? 

11. Who decides what rules shall apply for the 
suspension or retirement of a physican from the 
medical staff? 

12. Who decides whether an adjunct department 


7. One administrator of a large hospital refused 
to permit any kind of communication with members 
of his board. 


8. Support for this contention is provided in the 
research note by Richard F. Larson and William 
R. Catton, Jr., “Can the Mail-Back Bias Contribute 
to a Study’s Validity?” American Sociological Re- 
view, 24 (1959), 243-245. 
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is needed in the hospital (e.g., x-ray, electrocardiog- 
raphy, clinical lab, pharmacy, etc.)? 

13. Who is responsible for seeing that lines of 
treatment contrary to board policies are not car- 
ried out (e.g., illegal operations)? 

14. Who decides what goes on the agenda of 
board meetings? 

15. If new facilities needed for the hospital re- 
quire a fund drive, who takes the responsibility for 
planning the drive? 

16. Who takes the responsibility for administer- 
ing a public relations program? 

17. Who initiates the action to secure the coop- 
eration among hospitals needed for planning hos- 
pital care needs of the city in the future? 

18. Who is responsible for establishing a disaster 
plan for a particular hospital? 

19. Who is responsible for seeing that the hos- 
pital care needs of the community as a whole are 
actually being met? 

20. If a community disaster occurs, who is in 
charge of carrying out the disaster plan? 


Alternative responses to these questions 
assign varying degrees of responsibility to 
the administrator or the board. A low 
“score” represents a response with high ad- 
ministrator responsibility specified. A high 
“score” represents a response with high 
board member responsibility specified. The 
range of values and specific content of the 
alternatives vary with the item, but the 
form and underlying dimension are the 
same. For example, Question 4 reads: ‘““Who 
is responsible for the physical plant mainte- 
nance necessary to keep the hospital in good 
operating order?” The alternatives supplied 
are: (1) Administrator wholly; (2) admin- 
istrator mainly; board partly; (3) the board 
or a committee of the board mainly; admin- 
istrator partly; (4) the board or a commit- 
tee of the board wholly. 

For the first 5 questions, 4 alternatives 
were written out, varying slightly in each 
item but retaining the same underlying di- 
mension as the example. In Questions 6 
through 14, 7 alternatives were provided to 
introduce a third group, the medical staff, 
as follows: (1) Administrator wholly; (2) 
administrator mainly; board partly; (38) 
administrator mainly; board and medical 
staff partly; (4) medical staff wholly or 
mainly; (5) board mainly; medical staff 
and administrator partly; (6) board mainly; 
administrator partly; (7) board wholly; (8) 
other—please specify. 

Finally, in Questions 15 through 20, the 


medical staff as an alternative group was 
replaced by “community leaders.” However, 
throughout the series of items, low and high 
scores retain the same indication of relative 
administrator responsibility. 

According to the hypothesis, on any divi- 
sion of labor question, administrators from 
large hospitals should produce lower mean 
scores (reflecting more responsibility as- 
signed to the executive relative to his board) 
than administrators from small hospitals. 
The results are presented in Table 1. On 15 
of the 20 questions administrators from the 
large hospitals assigned more responsibility 
to the administrator position than did the 
administrators from the small hospitals. 

The Wilcoxon matched-pairs signed-ranks 
test was used to test the null hypothesis that 
the group scores of the administrators from 
the large and small hospitals would not dif- 
fer significantly in degree and direction on 
the 20 items.’ The probability associated with 
a T as extreme as 47 under a null hypothesis 
with an N of 20 is less than .025 for a one- 
tailed test. The null hypothesis is rejected. 

Similarly, according to the responsibility 
hypothesis, on any division of labor question, 
board members from large hospitals should 
produce lower mean scores than board mem- 
bers from small hospitals. A lower mean 
score indicates an assignment of more re- 
sponsibility to the administrator relative to 
his board. The results for board members 
are presented in Table 2. On 18 of the 20 
questions, the direction of the difference be- 
tween means was correctly predicted accord- 
ing to the hypothesis: board members from 
the large hospitals assigned more responsi- 
bility to the administrator position than did 
board members from the small hospitals. A 
T value as extreme as 14 in a Wilcoxon test 
of a null hypothesis with an N of 20 occurs 
with a probability of less than .0005 for a 
one-tailed test. The null hypothesis that 
board members from large and small hos- 


9. The Wilcoxon test is similar to but more pow- 
erful than the sign test for this situation. The sign 
test takes into account only the successes and fail- 
ures of predictions; the Wilcoxon test also utilizes 
information on relative magnitudes associated with 
the successful and unsuccessful predictions. Cf. 
Sidney Siegel, Nonparametric Statistics for the Be- 
havioral Sciences (New York: McGraw-Hill, 1956), 
pp. 75-83. 
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Table 1 


Differences Between the Mean Responses of Hospital Administrators from Large and Small Hospitals 
to Questions on the Division of Labor in the Hospital.* 








Mean 


Item Topic Large 


Mean 
Small 


Rank of 
Difference 


Least Frequent 
Signed Rank 


Signed 
Difference** 





1.63 
2.28 
1.12 
1.43 
1.33 
1.75 
5.75 
2.37 
3.62 
3.50 
4.25 
3.50 
2.75 
2.25 
5.15 
2.63 
2.75 
1.00 
4.25 
1.43 


Budget planning 
Medical staff grievances 
Equipment purchase 
Plant maintenance 
Salary increases 
Research funds 

Proper patient care 
Medical records 
Training of interns 
Types of cases 

Staff suspension 
Adjunct departments 
Illegal treatment 
Agenda of meetings 
Fund drive plan 

Public relations 
Inter-hospital planning 
Disaster plan 

Total community care 
Carry out disaster plan 


PTs Cer 


1.73 
1.75 
1.25 
1.75 
1.25 
3.33 


+ 2 





*Except for occasional variation because of “no answers,” N is 8 for the large hospitals, and 4 for 
the smail hospitals. A lower mean indicates more responsibility assigned to the administrator relative to 


his board. 


**A . indicates that the direction of the difference was predicted correctly according to the hypothe- 


sis; a — indicates an incorrect prediction. 


pitals would not differ in their specification 
of administrator responsibility is rejected. 
Finally, a sign test of the null hypothesis 


that there would be no difference in the as- — 


signment of administrator responsibility be- 
tween respondents from large and small 
hospitals results in the rejection of the null 
hypothesis. Respondents from the large hos- 
pitals gave more responsibility to the ad- 
ministrator than did the respondents from 
the small hospitals on 33 out of 40 items in 
conformity with the substantive hypothesis. 
Such a test of successful predictions would 
occur by chance with a probability of less 
than .00005 under a null hypothesis on a 
one-tailed test. 

We conclude that data from a group of 
executive subordinates and a group of “in- 
volved” superordinate board members in the 
hospital context support the executive re- 
sponsibility hypothesis as formulated in Ez- 
plorations in Role Analysis.!° The delegation 


10. Op. cit., p. 154. 


of executive responsibility in relation to 
policy-making superordinates varies with 
the size of the organization: incumbents of 
either the executive or the superordinate po- 
sition in large organizations assign more re- 
sponsibility to the executive than incumbents 
of the same positions in small organizations. 


Problems for Further Research 


We have assumed in this paper that the 
board members who voluntarily completed 
and returned questionnaires constitute the 
portion of board members who are most in- 
volved in their hospital board responsibili- 
ties. We have assumed that these respond- 
ents therefore represent the most effective 
board participants whose opinions on hos- 
pital affairs are of most concern to hospital 
administrators. This assumption could be 
tested by comparing the responses of board 
members actually designated by administra- 
tors as the most effective participants with 
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Table 2 


Differences Between the Mean Responses of Board Members from Large and Small Hospitals to Questions 
on the Division of Labor in the Hospital* 














Mean Mean Signed Rank of Least Frequent 
Item Topic Large Small Difference** Difference Signed Rank 

1. Budget planning 1.91 1.78 — 13 — 4.5 — 4.5 
2. Medical staff grievances 1.43 1.91 + .48 +11 

38. Equipment purchase 1.55 1.79 + .24 + 8 

4, Plant maintenance 1.52 2.13 + .61 +13 

5. Salary increases 1.40 1.57 + .17 +7 

6. Research funds 2.40 2.05 — .35 — 9.5 — 9.5 
7. Proper patient care 3.29 4.17 + .88 +15 

8. Medical records 1.81 1.96 + .15 + 6 

9. Training of interns 3.60 3.68 + .08 + 2 

10. Types of cases 2.61 3.61 +1.00 +17 

11. Staff suspension 3.75 4.70 + .95 +16 

12. Adjunct departments 2.71 4.42 +1.71 +19 

13. Illegal treatment 2.50 3.04 + .54 +12 

14. Agenda of meetings 3.30 3.38 + .08 + 2 

15. Fund drive plan 4.28 6.05 +1.77 +20 

16. Public relations 3.19 4.00 + .81 +14 

17. Inter-hospital planning 2.05 3.46 +1.41 +18 

18. Disaster plan 2.38 2.46 + .08 + 2 

19. Total community care 4.17 4.30 + .13 + 4.5 

20. Carry out disaster plan 1.75 2.10 + .35 + 9.5 

-_ = 148 
p < .0005 


*Except for occasional variation because of “no answers,” N is 21 for the large hospitals and 24 for 
the small hospitals. A lower mean indicates more responsibility assigned to the administrator relative to 


his board. 


**A 1 indicates that the direction of the difference was predicted correctly according to the hypothe- 


sis; a — indicates an incorrect prediction. 


the responses of the board members who 
voluntarily returned questionnaires. Then to 
complete such a study of the direction of vol- 
unteer respondent bias, the investigator 
could compare both of the above. groups’ re- 
sponses with the responses of all board mem- 
bers, or with a representative sample of all 
board members. On the basis of the Larson 
and Catton study noted above, we would 
predict a greater similarity of response be- 
tween board members designated as effective 
by the administrator and the volunteer re- 
spondents than between the designated ef- 
fective board members and the representa- 
tive sample of board members. 

The conclusion of the present study is re- 
stricted in generalization potential since the 
organizations studied all exist within a single 
metropolitan area. It is plausible that the 
executive responsibility hypothesis in the 
hospital context may hold for groups of 
hospitals varying in size within metropolitan 
areas but not for the single community hos- 
pital situation. Many small cities and towns 


have a single “large” or “small” hospital. It 
may be that a position on the hospital board 
is so functionally important for these com- 
munities and becomes such a major element 
in the lives of these citizens that they hold 
decision-making responsibilities to them- 
selves relative to the administrator whether 
the hospital is large or small. 

This consideration suggests a possible ex- 
planation as to why the Gross, Mason, and 
McEachern data from school board members 
bearing on the responsibility hypothesis did 
not yield a statistically significant conclu- 
sion although clearly in the predicted direc- 
tion. In the case of union superintendents 
(where one superintendent is in charge of 
two or more school systems), the superin- 
tendent is probably in many cases the execu- 
tive of a “large” organization according to 
the “net average membership” criterion, 
but the research design called for board 
member interviews in only one town of the 
two or more in the union.!! Thus, the board 


11. Ibid., p. 84. 
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members in some of the union cases may 
actually be responding to a “small” organi- 
zation situation for the school in their town 
but be classified as a board member in a 
“large” system by the school system mem- 
bership criterion. 

Also, a school board member in a small 
city or town which has one “large” school 
may be more engaged in his board activity 
and hence more reluctant to assign respon- 
sibilities to the superintendent than his 
counter-part in a metropolitan community. 

Further research on such “community 
context” variables may force a qualification 
of the executive responsibility hypothesis to 
this effect: when a community has a single 
large organization of a given type (one large 
hospital, one large school system, one large 
incorporated industry, etc.), board member- 
ship may become such a functionally impor- 


tant and engagement demanding position in 
the community that the effect of organiza- 
tion size on the delegation of responsibilities 
to an executive subordinate is nullified. 
Cases of the large single organization in the 
small city or town should be studied to com- 
pare with the results of studies of large and 
small organizations in the metropolitan 
areas and small organizations in the small 
cities and towns. 

A test of the hypothesis would thus re- 
quire a comparative community research de- 
sign much more expansive and expensive 
than the study reported in this paper. It 
seems evident, however, that hospital organ- 
izations in various community contexts 
would provide a kind of ideal laboratory to 
test the above and other general propositions 
bearing on role and organization theory in 
sociology. 


STATUS AND MEDIEVAL MEDICINE 


Vern L. Bullough, Ph.D. 


It has often been pointed out by scholars 
of medieval science that, after the middle of 
the fourteenth century, there seems to have 
been a shift in the balance of interests to- 
wards a concentration on methodology.' 
While the scientist was still active, his time 
was more often spent in linguistic and logical 
analysis of problems and statements, and 
quite frequently the original problem was lost 
in the subtlety of analysis.2 While this, like 
any generalization, can be challenged,’ there 
seems to be a great deal of truth in it. In 
attempting to explain why this might be the 
case, the writer has been struck by the im- 
portance of status concepts in the develop- 


1. A. C. Crombie, Robert Crossesteste and the Ori- 
gins of Experimental Sciences (Oxford: Clarendon 
Press, 1953), p. 295; Lynn Thorndike, A History of 
Magic and Experimental Science, II, 883, 969; 
George Sarton, Introduction to the History of Sci- 
ence (Baltimore: Williams & Wilkins for the Car- 
negie Institution of Washington, 1948), III, passim. 

2. James A. Weisheipl, O. P., The Development of 
Physical Theory in the Middle Ages (New York: 
Sheed and Ward, 1959), p. 63. 

3. Lynn Thorndike, op. cit., IV, 612-18, felt that 
perhaps his earlier statement had been too strong. 


San Fernando Valley State College 


ment of ancient and medieval science, espe- 
cially of medicine. 

Science seemingly has developed best when 
the speculative reasoning of the philosopher, 
scientist, or mathematician is in closest touch 
with the manual skill of the craftsman.‘ 
While this might not be so important in 
modern science when science has become 
the parent of technology, it was probably 
the most important factor in ancient and 
medieval science when technology was the 
parent of science.® If such a generalization 
is valid for earlier scientific investigation 
then science would either be encouraged or 
handicapped by the class “status” recog- 
nition given to those who performed manual 
labor in society, or who in effect had the 
necessary manual and/or technical skills. 

Generally manual work in classical times 


4, A. C. Crombie, Augustine to Galileo: The His- 
tory of Science A. D. 400-1650 (Cambridge, Mass.: 
Harvard U. Press., 1953), p. 143. 


5. Charles Singer, “Epilogue,” in Charle Singer, 
E. J. Holmyard, A. R. Hall, Trevor I. Williams, 
et al., A History of Technology (New York: Oxford 
U. Press, 1956), II, 774. 
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was the lot of slaves, and any free man who 
tried his hand at it, even in the most casual 
way, lost status.* In view of the long series 
of Greco-Roman medical writings, military 
devices, treatises on building, engineering, 
agriculture, and other branches of applied 
mechanics, it appears that the separation 
of the manual from the theoretical was never 
drawn very rigidly.’ Still many scholars have 
emphasized that the Greeks and Romans 
were not particularly superior in technology 
to more ancient empires, but were probably 
inferior.’ The curve of technological devel- 
opment began to rise again in the medieval 
period, influenced in part by Islamic and 
Byzantine concepts and ideas,® but also by 
certain internal developments in medieval 
society. Professor Lynn White, Jr., has point- 
ed out to American scholars the mushroom- 
ing developments of the medieval period.!” 
In accounting for this, Professor White has 
emphasized at least two points. First, me- 
dieval labor was free, that is, it was done 
by free men, and this tended to emancipate 
technology from the restrictions of slavery." 
Second, the Christian ascetic ideal as in- 
fluenced by St. Benedict and others empha- 
sized manual labor, thereby making invention 
and experimentation respectable.'!? The dual 
concepts of monasticism that “to labor is 
to pray” and that intellectual labor, as well 
as manual labor, were both suitable activity 
for monks led to the great outpouring of 
technological ideas which reached fruition 
in the middle ages: the water wheel, wind- 
mills, counterweight artillery, mechanical 
clocks, gunpowder, and so forth."* 


6. Lynn White Jr., “Dynamo and Virgin Recon- 
sidered,” The American Scholar (Spring, 1958), p. 
187. 

7. Crombie, Augustine to Galileo, p. 148. 

8. Singer, op. cit., II, 754-55. Professor Lynn 
White Jr. indicated his disagreement with Singer on 
this point in a personal note to me. 

9. Other sources have also been put forth. See for 
example the brief summation by Lynn White, Jr., 
“Tibet, India, and Malaya as Sources of Western 
Medieval Technology,” American Historical Review, 
65 (1960), 515-526. 

10. Lynn White Jr., “Technology and Investiga- 
tion in the Middle Ages,” Speculum, 15 (1940), 141- 
159. 

11. White, “Dynamo and Virgin, ”op. cit., p. 187. 

12. Ibid., p. 188. 

13. Ibid., p. 191. 


It would seem natural to assume that the 
rate of increase of scientific and technologi- 
cal developments would increase when intel- 
lectual labor became institutionalized in the 
universities. This in fact did happen in the 
twelfth and thirteenth centuries, but once 
the newly developing universities were es- 
tablished the rate ceased to increase, or at 
least the rate of contributions of the uni- 
versity-trained scholars. did. The great age 
of the University of Montpellier as a medi- 
cal school was in the thirteenth century. 
Much the same can be said of Paris and 
Bologna. After this they declined. Why the 
drop in the fourteenth century? Certainly 
the political, religious, and social unrest of 
the period plus the inertia caused by the 
plague are important, but more important 
at least in medicine was the status conflict 
within the profession—a conflict which led 
to the fragmentation of the medical pro- 
fession. 

In the earlier medieval period there had 
been no separation of medicine from sur- 
gery. The general practitioners, usually 
called medici, were drawn both from the 
clergy and from the laity. If they were monks 
or clerics they had probably acquired their 
medical knowledge, at least in part, through 
their liberal arts training. If lay practition- 
ers, they had probably acquired it almost 
entirely through empirical means.’* Such 
methods were in keeping with the concepts 
of education then existing: practical (for 
the nobles), speculative (for the clerics), 
and technical (for the laboratores). Educa- 
tion was not particularly institutionalized, 
so no hard or fast line could be drawn. As 
the scholarly curriculum came to be estab- 
lished toward the end of the tenth century, 
there appeared to be some sort of distinction 
developing.® 

When universities developed in the twelfth 
century, they became for the most part the 


14. Loren C. MacKinney, Early Medieval Medicine 
(Baltimore: The Hideyo Noguchi Lectures, Johns 
Hopkins Press, 1937). See also his “Medical Educa- 
tional in the Middle Ages,” Journal of World His- 
tory, 2 (1955), 835-51. 

15. MacKinney, Early Medieval Medicine, p. 131; 
Ernest Wickersheim, “L’evolution de la profession 
medicale au cours du moyen age,” extrat du Scalpet, 
Nos. 42-43-44 (1924), p. 71. 
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home of the speculative studies. These were 
not especially technical nor practical, but 
they were vocational in that they tended to 
fit the student for the task he was to per- 
form. The seven liberal arts were not the 
end of the educated man, but rather a basis 
for advanced studies in the higher faculties: 
theology, canon law, civil law, and medicine. 
These were conceived of as speculative dis- 
ciplines but with practical application. The 
theologian’s duty was to define the dogma 
of the church, to distinguish heresy, to rec- 
oncile or disprove knowledge dangerous to 
the church. The canon lawyer was to organ- 
ize, codify, and administer within the church, 
an intensely practical job as indicated by 
the increasing number of lawyer popes. The 
civil lawyer was to do much the same thing 
for the state, although at times there was 
a conflict between his obligation to the state 
and his duty to the church. This conflict re- 
sulted in forbidding the University of Paris, 
possibly the greatest of medieval universi- 
ties, to offer civil law. The physician was to 
speculate on the causes of illness, erect medi- 
cal systems, and heal and cure the sick. Medi- 
cine lacked the intellectual prestige of the- 
ology, or the opportunities for advancement 
found in law, but it was an aristocratic pro- 
fession nonetheless.'® In order for medicine 
to live up to its speculative status which it 
had newly won, the physician would be ex- 
tremely loath to use manual techniques. If 
he did, he might lose status vis a vis the 
other groups. This status consciousness was 
reinforced by the medieval practice of re- 
garding all students as clerics by the very 
nature of their studies. That is, university 
education was for the speculative, hence 
those going through the educational process 
were ipso facto clergy, even though of minor 
orders.17 


16. See for example Hastings Rashdall, The Uni- 
versities of Europe in the Middle Ages (New edition 
edited by F. M. Powicke and A. B. Emden, 38 vols., 
Oxford: Clarendon Press, 1936), and Charles Homer 
Haskins, The Rise of Universities (New York: 
Henry Holt & Co., 1923). 


17. This led to some church regulations of medical 
practice including prohibitions against the practice 
of medicine by regular clergy. Most such prohibitions 
were applied also to law so that the purpose might 
have been that of preventing outside interests of 





JOURNAL OF HEALTH AND HUMAN BEHAVIOR 






If the above thesis is correct, then medieval 
attitudes, once medicine was institutional- 
ized, would tend to create a gulf between 
the speculative practitioner, the physician, 
and the manual one, the surgeon. The physi- 
cian, in attempting to make his profession 
as equally cerebral and speculative as the 
lawyer or theologian, avoided a loss of status 
which might have come from the use of 
manual techniques. In fact all manual per- 
formances connected with the treatment of 
the sick came to be looked upon as unworthy 
of the physician, as infra dignitatem. This 
would leave a void, one filled by the emerg- 


any kind from intruding within the walls of the 
monastery. One of the earliest of such prohibitions 
was in 1131 at the Council of Rheims under Inno- 
cent II where “Ne monachia aut regulares canonici 
leges aut mediciniam cause lucri discant.” See J. D. 
Mansi, et al., Sacrorum conciliorum nova et amplis- 
sima collection (new edition: Florence and Venice, 
1759-98), XXI, col. 459. Such prohibitions were re- 
stated at the second Lateran (1139, Innocent ITI), the 
Council of Montpellier (1162, Alexander III), the 
Council of Tours (1163, Alexander III), Second 
Council of Montpellier (1195, Celestine III), Council 
of Paris (1212, Innocent III). See Jbid., XXI, cols. 
528, 1160, 1179; XXII cols. 831, 1160. The repetitions 
indicate that it was difficult to enforce or in fact 
often ignored. At the fourth Lateran (1215, Innocent 
III), a specific prohibition was made against the 
practice of surgery by clergy; Ibid., XXII 1006-1007. 
This prohibition was to apply to both secular and 
regular clergy. Again as late as the end of the 
thirteenth century, at the diocesan synod of Wiirz- 
burg (1298, Boniface VIII), the prohibition was be- 
ing repeated; Ibid., XXIV, col. 1190. This prohibition 
against surgery is not especially an attempt to pre- 
vent the practice of surgery but rather, at least in 
my opinion, an attempt of the emerging university 
faculties to achieve a higher status for their pro- 
fession. Some support for this argument can be 
given by the fact that the faculty of the University 
of Paris prohibited its bachelors from practicing 
manual surgery. See [Jean-Bapt’. Louis Chomel], 
Essai historique sr la médecine en France (Paris 
Lottin l’Ainé, 1762), p. 150. This prohibition pre- 
vailed into the fifteenth century when a surgeon 
who wished to become a physician was not allowed 
to do so until he swore that he would no longer 
practice manuel surgery. See Commentaire de la 
faculté de médecine de Vuniversité de Paris, ed., 
with an introduction by Ernest Wickersheimer 
(“Collection de documents inédits sur l’histoire de 
France;” Paris: Imprimerie Nationale, 1915), p. 
47. Henceforth Commentaires. In Italy also the de- 
cree was not observed even by the universities, 
infra. 























STATUS AND MEDIEVAL MEDICINE 207 


ing surgeons. But unfortunately the physi- 
cian’s attitude had repercussions. Surgeons 
were unwilling to be consigned to the class 
of manual practitioners. They attempted to 
claim equal status with the physicians by 
imitating the attitudes and outlook of their 
rivals and by doing as little manual work 
as possible. Such a conflict led to the neglect 
of many aspects of medicine and the emerg- 
ence of other groups, barbers, barber-sur- 
geons, apothecaries, and others, to fill them. 
The physicians, cut off to some extent from 
the actual contacts with the anatomical 
knowledge available to the surgeon, attempt- 
ed to build up a natural philosophy of medi- 
cine; the surgeon, attempting to rival the 
physicians, increasingly neglected some of 
the more important aspects of surgery in 
order to concentrate on the theoretical as- 
pects which would give them greater status; 
but unfortunately they lacked the learned 
tradition which would make this entirely 
intelligible to them; the barbers, content to 
be empirical practitioners, were not so well 
versed in the theoretical aspects of medicine, 
while the apothecary became an increas- 
ingly narrow specialty. Enough for general- 
izations, how does the theory hold up in 
practice? 

Medicine first emerged as a university 
course in the twelfth and thirteenth centu- 
ries at Bologna, Montpellier, and Paris, al- 
though an earlier famous school had existed 
at Salerno.'® Salerno, however, was not tech- 
nically a university until late in the Middle 
Ages, when it had been eclipsed in reputa- 
tion by the other schools. Salerno is impor- 
tant, however, because it was here that 
Arabic, and Arabic-Greek medical writings 
were first translated into Latin and various 
empirical traditional ideas were put to paper. 
With the appearance of the university the 


18. For an account of the development of these 
schools see Paul Oskar Kristeller, “The School of 
Salerno,” Bulletin of the History of Medicine 
(Henceforth BHM), XVII (1945), 138-94; Vern L. 
Bullough, “The Development of the Medical Uni- 
versity at Montpellier to the End of the Fourteenth 
Century,” BHM, XXX (1956), 508-43; Bullough, 
“The Medieval Medical University at Paris,’ BHM, 
XXXI (1957), 197-211, and Bullough, “Medieval 
Bologna and the Development of Medical Education,” 
BHM, XXXIII (1958), 201-15. 


term physician, i.e., the university-educated 
medical practitioner, entered common usage. 
As a member of a newly developing profes- 
sion, the physician was extremely conscious 
of his status, and soon attempted to bring 
the other developing medical practitioners 
under his control. He did this by attempting 
to establish standards, but the standards 
were set rather arbitrarily by himself. In so 
doing he violated the drive for status of the 
other medical groups, thus causing further 
confusion in the medical profession. 

In 1271 the physicians of the medical uni- 
versity at Paris reproached another devel- 
oping group, the surgeons, for trying to ex- 
ceed the limits of their ‘trade.’ The use 
of the word trade was, very probably, in the 
nature of an attempt by the physicians to 
lower the status of the surgeons whose train- 
ing was usually by apprenticeship. The sur- 
geons, however, attempting to achieve status 
equal to the physicians, were unwilling to 
abide by the prentensions of their rivals. In 
an attempt to develop their “profession” 
(the term they preferred to use) the sur- 
geons adopted or imitated the symbols and 
paraphanalia of the physicians such as the 
long robe, Latin books, the collegiate organi- 
zation, and so forth.2° But in challenging the 
status of the physicians, the surgeons ne- 
glected their role in society which was soon 
claimed by another group of medical practi- 
tioners, the barbers or barber-surgeons, first 
mentioned in France in 1301.7! 

This conflict in role again came from the 
medieval idea that status depended on wheth- 
er one’s job was manual or not, so that the 
surgeons in order to raise their status would 
have to make their occupation more specu- 
lative and less manual. This the surgeons 


19. Chartularium Universitatis Parisiensis, ed. 
and annotated by Henry Denifle and Aemelio Chate- 
lain (Paris, Fratrum Delalain, 1889-1897), I. No. 
434, 489. Henceforth abbreviated as Chart. Univ. 
Paris. 


20. For a more detailed account of the develop- 
ment of the medical guilds at Paris, see my “The 
Development of the Medical Guilds at Paris,” Me- 
dievalia et Humanistica, XI, (1958), 33-40. 


21. Rene de Lespinasse (ed.), Les métiers et corp- 
orations de la ville de Paris (Histoire générale de 
Paris,” Paris; Imprimerie Nationale, 1886-97), III, 
628. 
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attempted to do by distinguishing between 
“worthy” and “unworthy” operations. This 
was much harder to do in practice than in 
theory and the surgeons soon found they 
were working themselves out of a job, since 
the barbers were taking over all surgery. 
In 1372 a royal decree restricted the bar- 
bers to preparing and administering plas- 
ters, ointments, and other medicines con- 
venient and necessary to heal clous, bosses, 
apostumes (boils, tumors, and bruises) and 
all open wounds. This was more than the 
surgeons wanted the barbers to do, but the 
king refused to restrict the barbers further, 
because the surgeons regarded themselves 
as men of such great estate they did not treat 
poor people. Hence, to limit the barbers fur- 
ther, would be prejudicial to the public in- 
terests.22 In other words, in their search for 
status the surgeons nearly lost control of 
their trade. 

In addition to the surgeons and barbers, 
another group, the apothecaries, also com- 
plicated the medical picture. The physician 
argued, somewhat successfully, that all medi- 
cine should be under him in order to pre- 
serve ethical standards.?* While he himself 
might not deign to do surgery or have any- 
thing to do with surgery, the physician had 
to rely on drugs and concoctions to cure his 
patients. His livelihood depended in part 
upon the apothecary so that he was willing 
to fight hard to keep the apothecary under 
his control. A logical way of so doing would 
have been to combine the apothecary and 
physician in the same person, a development 
that did occur to some extent in England at 
a later date. This, however, would lower the 
status of the physician by changing his oc- 
cupation from a speculative one to a manual 


22. Ordonnances de rois de France, edited by 
Eusébe Jacob de Lauriére, Denis Francois Secousse, 
et al., (Paris: 1723-1849), V, 530-31; henceforth 
abbreviated Ordonnances. 


23. In this claim the physicians might have some 
justification because medical ethics probably reached 
a new high in the fourteenth century. See Mary 
Catherine Welborn, “The Long Tradition: A Study 
in Fourteenth-Century Medical Deontology,” in 
James L. Cate and E. N. Anderson (eds.), Medieval 
and Historiographical Essays in Honor of James 
Westfall Thompson (Chicago: The University of 
Chicago Press, 1938), p. 344-357. 
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one, 7.e., preparing medicines. The apothe- 
cary had developed from the herbalist and 
spicer, merchants or traders, and were al- 
ready members of the laboratores, although 
some managed to raise themselves to po- 
sitions of power in the cities. Rather than 
weakening his own status by such an alli- 
ance, or allowing the apothecaries to extend 
themselves, the physician appealed to king 
or pope for control over the apothecaries. 
In the thirteenth century the apothecaries 
and herbalists were censured by the medical 
faculty of Paris for expanding their prac- 
tice to the point where it infringed on the 
rights and duties of the physicians.** Effec- 
tive control over the apothecaries was not 
achieved until the king intervened to grant 
the medical university in Paris control over 
the apothecaries, including the right of in- 
spection.*> The university was quick to prose- 
cute any individual for violating its regu- 
lations. 

But, while the physicians might get royal 
backing for their control over the apothe- 
caries, it was a more difficult matter to 
bring the surgeons or barbers under control. 
The physicians especially resented the pre- 
tensions of the surgeons to a higher status. 
Unwilling to enter the surgical profession 
themselves, they instead hit upon a substi- 
tute. To counter the pretensions of the sur- 
geons and to strengthen the barbers as well 
as themselves, the medical faculty of the 
university aided the barbers. By so doing 
they made the barbers dependent upon them, 
and at the same time weakened the power 
of the surgeons. At the same time they could 
keep their status since they‘still refused to 
practice manual medicine. Parisian barbers 
received training in anatomy at least from 
the beginning of the fifteenth century, and 
probably much earlier from the faculty of 
medicine at Paris.2° At the same time the 
barbers were given theoretical instruction 
in surgery through lectures on the subject 
from the works of such men as Guy de Chau- 
liac, first in Latin, then in French.?" This 


24. Chart. Univ. Paris, I, No. 434, 489. 

25. Ordonnances, II, 532-35, and Lespinesse, op. 
cit., I, 504-05. 
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gave the barbers a better chance to compete 
with the surgeons, and since they were not 
so concerned with the status symbols as the 
surgeons, they were more willing to subject 
themselves to the faculty. 

In attempting to make good their claims 
to jurisdiction over all medicine, the physi- 
cians of the university met with consider- 
able opposition from the populace. The non- 
university-trained people were for the most 
part the only doctors the general public had 
any contact with, since most physicians re- 
stricted themselves to treating the upper 
classes. Attempted regulation by the physi- 
cians might lead to higher prices and even 
less accessibility. In one of the most famous 
cases of attempted regulation, that of Jacoba 
Felicie de Almania, in 1322, one of the main 
points in the testimony of her defense wit- 
nesses was that she, unlike the physicians, 
refused to take any fee until her patients 
were cured.*8 When royal regulation was not 
sufficient to bring various practitioners un- 
der their control, the physicians turned to 
the popes for support, making their control 
a matter of moral welfare, by alleging that 
their rivals caused many deaths.?® 

While the above hypothesis can be docu- 
mented for Paris, how valid is it elsewhere? 
Here, considerable qualification must be 
made. That is, the university physician made 
up only a small minority of the people prac- 
ticing medicine so that he was usually only 
present in the more important cities or uni- 
versity towns. Most of the people in the 
middle ages were treated by the barber-sur- 
geons or by plain simple housewife remedies, 
and never saw a university-trained man. 
With this qualification it appears that the 


28. Chart. Univ. Paris, II; Nos. 811-16, 255-67. 
For an account of these struggles see Pearl Kibre, 
“The Faculty of Medicine at Paris, Charlatanism, 
and Unlicensed Medical Practices in the Later 
Middle Ages,” BHM XXVII (1935). 


29. Chart. Univ. Paris, I No. 844, 285-86, No. 
900, 336-37, No. 1138, 602-03, III, No. 1197, 7-8. 


30. Cartulaire de l’université de Montpellier, pub- 
lished under the auspices of the Conseil Générale des 
Facultes de Montpellier (Montpellier: Richard 
Fréres, 1890), I, (Period 1181-1499), No. 2, 180-83, 
No. 4, 186, No. 14, 202-08, No. 35, 236-38, No. 68, 
344, par, 12, No. 127, 476, No 162, 569-71, No. 194- 
682-83. 


generalization can have some validity. For 
Montpellier somewhat the same result can 
be found.*°. In England the universities were 
much weaker, but near the end of the four- 
teenth century they, too, began to act.*! Royal 
regulation did not appear until the fifteenth 
century, when the practice of medicine was 
restricted to university graduates,** although 
there were some provisions for surgeons to 
practice their art in a subordinate status.** 

In Germany the universities were slower 
to develop so that regulation also appears 
later. However, the same general trend is 
evident. At Colmar, regulation of the apothe- 
caries by the physicians is apparent in the 
fourteenth century. Apothecaries were al- 
lowed to sell drugs only on prescription of 
a physican, and the physicians were also al- 
lowed to inspect the shops of the apothe- 
caries.*4 In Vienna no regulations are extant 
from the fourteenth century, but those of 
the fifteenth century were drawn on much 
the same lines as earlier ones at Paris; that 
is, the medical faculty of the university had 
control over the auxiliary medical prac- 
titioners.*® 

In Italy such dichotomy of medical prac- 
tice is much more difficult to demonstrate, 
perhaps because, in Italy, the city movement 
was more developed and the prejudice 
against manual labor might have been less, 
or because, by the accident of educational 
development, surgeons from the first were 
included within the universities at Bologna 
and Salerno. At any rate the geenralization 
does not quite hold so well here, but even 
in Italy the physician achieved much more 
prestige. 

Whether detailed documentation can al- 


31. Henry Anstey (ed.), Municimente academico 
or Documents Ilistrative of Academical Life (Rolls 
Series, London: Longmans Green, Reader and Dyer, 
1868), I, 236-37. 

382. Rotuli parliamentorium; ut et petitiones, et 
placita in parliamente, London, 1767-77, IV, 130, 158. 

33. Ibid., IV, 130. 

34. Karl Baas, ‘Studien sur Gaschichte des Mit- 
telalterlichen Medizinalwesens in Colmar,” Zeit- 
schrift fiir die Geshcichte des Oberrheins, 61 (1907), 
217-46. 

35. Leopold Senfelder, “Oeffentliche Gesundheisp- 
flege und Heilqunde,” Geschcichte der Stadt Viens, 
(ed.), Albert Starzer (Vienna: Adolf Holzhausen, 
1905), II, Pt. II, 1040-44, 
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ways be given, however, is rather unimpor- 
tant, for it is still a fact that medicine and 
surgery became separated during the later 
medieval period. While there might be va- 
rious explanations for this separation, it is 
due, perhaps mainly, to the attitudes of the 
medieval people themselves, and can best be 
explained in sociological terms. Part of the 
separation might have been beneficial, but 
the total effect of the separation was not. 
All the divisions within medicine have to 
share some of the blame, but perhaps the 
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separation really demonstrates how much 
medical attitudes are part of the general 
cultural setting. The long separation of sur- 
gery and medicine also indicates how cul- 
tural ideals of the past continued to exert 
the prestige of tradition on the development 
of medicine for a long time thereafter. If 
a comparison of medicine and science can 
be made, it is also apparent why later me- 
dieval science became somewhat overly con- 
cerned with methodology; it had in effect 
lost its contact with technology. 


THEORY AND NOTES ON RESEARCH 
SOCIAL DISTANCE TO THREE TYPES OF HOSPITALS* 


Joseph S. Himes, Ph.D. 


Introduction 


The confinement of a friend or relative 
in a hospital often becomes a kind of social 
event. The family and friends visit. Friends 
hasten to send flowers, fruit, candy, get-well 
messages, and the like. At visiting hours 
members of the family and friends gather 
in the room or ward of the hospitalized in- 
dividual. Members of the family (as soon as 
the relative enters the hospital) tell friends 
and communicate with distant relatives, gen- 
erally encouraging them to visit or respond 
in other appropriate ways. Sometimes the 
news is announced at church, lodge meeting, 
or other group gatherings with the request 
to members to show proper interest and 
concern. 

A configuration of proper and appropri- 
ate modes of behavior has grown up around 
this life experience. The configuration indi- 
cates the customary and sanctioned ways of 
acting, thinking, and feeling with respect to 
the experience of hospital confinement. It 
serves a series of social functions among 
which the expression of concern, emotional 
support, sociability, and status manifesta- 
tion can be readily identified. 

Children enter into knowledge of the cul- 
tural configuration and its significance in 
the process of growing up in their families, 


*The research reported was supported in part by 
a grant from the North Carolina College Faculty 
Research Fund. 
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neighborhoods and other organized groups. 
In time, these patterns seem to define the 
most natural way of behaving in this life sit- 
uation. Failure to conform to the various 
elements of the configuration or deviation 
from them may appear as odd and may, at 
times, lead to the imposition of social sanc- 
tions. 

There is reason to believe, however, that 
this configuration is not equally applicable 
to all types of patients in all types of hos- 
pitals. Much has been said about the ten- 
dency to avoid individuals with venereal 
infections, tuberculosis, and mental illness. 
Some research gives support to the alleged 
tendency to reject the mentally ill, but sug- 
gests that such attitudes appear to be modi- 
fying.' In most of the states, tuberculosis and 
mental hospitals are fewer in number and 
less accessible than the general community 
hospitals. 


1. See, for example, F. R. Crawford, et al., “Vari- 
ations in the Evaluation of the Mentally Ill,” Jour- 
nal of Health and Human Behavior, 1 (1960), 211- 
219; E. Gartly Jaco, “The Attitudes Toward, and In- 
cidence of Mental Disorders: A Research Note,” 
Southwestern Social Science Quarterly, 38 (1957), 
20, ff.; Charles D. Whatley, “Social Attitudes To- 
ward Discharged Mental Patients,” Social Problems, 
6 (1959), 313-320; Howard E. Freeman and Ozzie G. 
Simmons, “Mental Patients in the Community,” 
American Sociological Review, 23 (1958), 147-154; 
Howard E. Freeman, “Attitudes Toward Mental 
IlIness Among Relatives of Former Patients,” Amer- 
ican Sociological Review, 26 (1961), 59-66. 
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PROCEDURE 


The research reported here was designed 
to differentiate the patterns of response that 
are considered proper or appropriate toward 
individuals confined in three types of hos- 
pitals. It was assumed that the differences 
in these patterns would indicate the relative 
social distances from persons (relatives) 
outside to persons (patients) in three types 
of hospitals. The procedure involved the fol- 
lowing steps. First, eight familiar patterns 
of overt response to close relatives confined 
in a general hospital were identified and 
listed to form the test items of a question- 
naire. The basic question was varied to spec- 
ify the hospital situation in the following 
way. 

Suppose a close relative of yours had to 
go to (a) the hospital for an operation or 
because of illness, (b) a tuberculosis hos- 
pital, or (c) a mental hospital. Which of the 
following things would you consider proper 
for you to do? 

1. Visit the patient regularly. 

2. Phone the hospital often to inquire 
about the patient. 

3. Send cut or potted flowers to the pa- 
tient. 

4. Send fruit, candy, or the like. 

5. Send cheerful get-well cards or letters. 

6. Inform friends that your close relative 
is a patient in the hospital. 

7. Encourage friends to visit the patient 
in the hospital. 

8. Announce at church, lodge, et cetera, 
that your close relative is in the hospital. 

In this inquiry no effort was made to ex- 
plore internal patterns of thinking or feeling. 
It seemed likely, however, that internal re- 
actions might be indicated by expressed ver- 
bal responses. The focus of attention was 
upon what was considered “proper” conduct 
or customary social action in this life situa- 
tion. 

The informants were asked to answer the 
questions by checking yes, don’t know, or no. 
The hope was to secure a definite and rela- 
tively categorical statement of judgment or 
belief. The don’t know alternative was in- 
cluded to permit undecided or ambivalent 
respondents an escape. Such answers were 
regarded as less than affirmative and in the 
following analysis, are grouped with cate- 


gorically negative replies. 

Respondents were asked to complete the 
forms in this order: general hospital, tuber- 
culosis hospital, and mental. hospital. 

The questionnaires were completed by 229 
undergraduate and graduate students in the 
North Carolina College. Students regularly 
enrolled in sociology and education courses 
gave the answers during class sessions. Of 
the total 104 were male, and 125 female. 
Thirty-seven of the students were under 20 
years old; 114 were between 20 and 29 years 
old; and 78 were 30 or more years old. 


OUTCOMES 


A crude measure of support for the social 
response patterns was produced by comput- 
ing the average of affirmative replies to all 
eight questionnaire items. These averages 
were stated as percentages of the maximum 
possible affirmative replies, 229. The cluster 
of action patterns was supported by two- 
thirds, 66.8 per cent, of the respondents in 
the case of the relative in the general hos- 
pital. On an average, just under three-fifths, 
58.1 per cent, of the respondents supported 
the complex of action patterns for the rela- 
tive in a tuberculosis hospital. Only two- 
fifths, 40.0 per cent, of the respondents, how- 
ever, supported the cluster of responses for 
patients in mental hospitals. 

Stated another way, these data suggest the 
degree of isolation of patients in the three 
types of hospitals. As expressed by these in- 
dexes, all experience some measure of isola- 
tion. The patient in the mental hospital 
would appear to be most severely isolated 
from family and friends. 

An analysis of the affirmative replies by 
specific response patterns reveals some 
further variations. Table 1 shows the per- 
centage of respondents who replied yes to 
each of the eight questionnaire items. With 
reference to a close relative in a general hos- 
pital, nine-tenths and more of the inform- 
ants said that they regarded one of the se- 
lected response patterns as “proper,” viz., 
“send get-well cards and letters.” Three ad- 
ditional response patterns drew affirmative 
replies from over four-fifths of the inform- 
ants. These include “visit regularly,” “send 
flowers,” and “inform friends.” Approval of 
regular visits and the sending of flowers 
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indicate that the respondents regard per- 
sonal action and contacts to demonstrate 
concern and interest and to give emotional 
support as desirable and proper. Just over 
four-fifths, 81.5 per cent would draw the 
patient’s friends into the sympathetic and 
supportive responses. 


Table 1 


Affirmative Answers as Percentages of Total 
Answers by Test Items and by Type of Hospitals 














Type of Type of Hospital 
Relationship General Tuberculosis Mental 
Send get-well cards 

and letters 92.6 87.3 53.7 
Visit regularly 85.6 56.8 45.4 
Send flowers 84.3 80.8 31.0 
Inform friends 81.5 58.9 41.5 
Send fruit, candy, 

and the like 51.5 66.4 56.8 
Encourage friends 

to visit 51.1 30.1 21.4 
Announce at church, 

lodge... . 44.5 36.2 19.7 
Phone often 40.6 53.3 50.7 





Just over half the informants approve 
two of the response patterns, viz., “‘send 
fruit, candy and the like” and “encourage 
friends to visit.” Two of the response pat- 
terns, viz., “announce at church, lodge,” and 
“phone often” were more disapproved than 
approved by the subjects. On the whole, the 
data indicate that the respondents regard 
such actions as generally not proper or de- 
sirable in this hospital situation. The inves- 
tigation did not reveal the reasons for the 
subordination of these response patterns. 

An inspection of the second column of the 
table indicates that, in the case of the rela- 
tive in a tuberculosis hospital, no action pat- 
tern drew affirmative replies from nine- 
tenths and more of the informants.? Just 


2. In North Carolina, there are one public mental 
and four tuberculosis hospitals for Negro patients. 
However, there is at least one general hospital in 
most of the state’s 100 counties. It seems likely, 
therefore, that some estimate of travel distance and 
difficulty entered into informants’ assertions that 
they would be more reluctant to visit tuberculosis 
and mental patients than those in general hospitals. 
Analysis of reasons for reported responses, how- 
ever, is beyond the scope of this paper. In the last 
analysis, whatever the reasons may be, the answers 
given suggest that tuberculosis and mental patients 
are more isolated than individuals in general hos- 
pitals. 
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under nine-tenths, 87.3 per cent, would send 
“get-well cards and letters,” and four-fifths, 
80.8 per cent, would “send flowers.” Two- 
thirds, 66.4 per cent, of the respondents con- 
sider it proper to “send fruit, candy, and the 
like.” These three leading responses favor 
action to express personal concern and emo- 
tional support without personal contact. 

Somewhat over half, 56.8 per cent, of the 
respondents said they regard it as proper to 
visit a tuberculosis relative regularly. Put 
another way, almost one half of the inform- 
ants would avoid regular personal contacts 
with this close relative. Moreover, only 30.1 
per cent of the subjects, the lowest propor- 
tion reported, would encourage friends to 
visit this patient. While these answers may 
reflect fears about tuberculosis, notions of 
what is best for the patient, and recognition 
of travel difficulties, nevertheless they give 
a measure of the personal isolation of this 
class of patients. 

An examination of the third column of 
the table confirms the picture of isolation of 
patients in mental hospitals. Half or a few 
more of the respondents answered yes to 
only three of the questionnaire items, viz., 
“send fruit, candy and the like,” 56.8 per 
cent; “send get-well cards and letters,” 53.7 
per cent; and “phone often,” 50.7 per cent. 
Although these response patterns express 
concern and support, they avoid personal 
contact. Somewhat under half, 45.4 per cent 
would “visit regularly,” and 41.6 per cent 
would “inform friends” of the relative’s con- 
finement in a mental hospital. The remaining 
response patterns drew affirmative answers 
from fewer than a third of the informants. 

The exact meaning of these data is not al- 
together clear. The answers may reflect 
awareness of the relative inaccessibility of 
mental hospitals and the ensuing travel dif- 
ficulties. They may also indicate feelings of 
impropriety, insecurity, embarrassment, and 
fear associated with such visits. Whatever 
the reason may be, the data nevertheless 
paint a picture of isolation from friends and 
loved ones. 

When the affirmative answers to the eight 
questionnaire items were ordered on the 
basis of sex and age, only erratic variations 
were revealed. No type or types of response 
patterns emerged as clearly favored by either 
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sex or age group. When, however, answers 
to the questionnaire items were averaged, 
the sex and age variations appeared some- 
what less erratic. Tables 2 and 3 present 
these averages as percentages of total pos- 
sible affirmative answers. 

Table 2 reveals small but inconsistent dif- 
ferences in the average affirmative answers 
of the male and female subjects. The female 
informants gave somewhat more support 
than the males to the responses to patients 
in general and tuberculosis hospitals. The 
situation, however, is reversed with refer- 
ence to the mental hospital, where a larger 
proportion of men than of women replied 
yes to the questionnaire items. 


Table 2 


Average Actual Affirmative Answers as Percent- 
ages of Total Possible Affirmative Answers by Type 
of Hospital and by Sex 








Type of Hospital 








Sex General Tuberculosis Mental 
Male 65.7 56.2 41.7 
Female 67.8 60.8 38.7 





An inspection of Table 3 shows that vari- 
ations of replies among the three age groups 
are somewhat larger and more inconsistent 
than the sex differentials. The oldest sub- 
jects, those 30 and over, gave more support 
to responses to persons in general and tuber- 
culosis and less to those in mental hospitals 
than persons in the two other age groups. 
Although the proportions of individuals in 
the middle age bracket, 20 to 29, declined 
from the general to the mental hospital situ- 
ation, these per cents varied less erratically 
than corresponding figures for either of the 
other age groups. 


Table 3 


Average Actual Affirmative Answers as 
Percentages of Total Possible Affirmative Answers 
by Type of Hospital and by Age 











Age General Tuberculosis Mental 
Under Twenty 67.0 52.7 38.1 
Twenty to Twenty-nine 65.7 58.3 40.6 
Thirty and Over 71.9 59.7 35.3 





Only limited inferences can be drawn from 
these data. Social responses to hospitalized 
individuals are shown to vary with differ- 
entials of sex and age. The data, however, 
fail to reveal any consistent pattern of vari- 
ation. Moreover, little basis is provided in 
the data for speculating about the meaning 
of the variations observed. 

To summarize, the study revealed wide 
differences in what informants considered 
to be appropriate responses to individuals 
in the three types of hospitals. Support was 
given to tangible expressions of concern and 
to personal contacts with individuals in gen- 
eral hospitals. Informants preferred tangi- 
ble communication of concern and support 
to personal contacts in the case of patients 
in tuberculosis hospitals. The replies re- 
vealed a tendency to minimize all responses 
to the mentally ill patient, particularly per- 
sonal contacts. He would thus be left more 
isolated than individuals in the other hospital 
situations. 

When ordered on the basis of. sex and age, 
the data revealed definite though inconsis- 
tent variations. Neither of the sex or age 
groups appeared to favor any particular type 
or types of response to any of the classes of 
hospitalized individuals. In broad perspec- 
tive, the findings appear to agree with the 
general images of the three classes of hos- 
pital patients. 


NURSES’ SENSE OF ADEQUACY AND ATTITUDES 
TOWARD KEEPING PATIENTS INFORMED 


Joan §. Dodge, Ph.D. 


Patients constantly complain about the 
lack of information they receive from physi- 
cians and nurses regarding their conditions, 
their care, their treatments, and so forth. 


Sloan Institute of Hospital Administration, Cornell University 


For various reasons, medical and nursing 
staffs (or at least individuals on these 
staffs) may feel it inadvisable to give too 
much information to the patient. They may 
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feel it will only confuse and worry him. They 
may feel he is incapable of understanding 
any but the most superficial aspects. Or they 
may wish, consciously or unconsciously, to 
preserve the notion that they, like the witch 
doctor of old, are the sole possessors of great 
health-giving secrets. 

Whatever the reason for not communicat- 
ing to the patient, there is increasing evi- 
dence that communication plays a vital role 
in patient care. Research, such as that done 
by Janis! on surgical patients, suggests that 
patients who are given relatively full ex- 
planations about what to expect and why are 
less anxious about their operations. Although 
it is extremely difficult, methodologically, 
to do a crucial test of the relation between 
anxiety and speed of recovery, there seems 
to be little doubt that communication plays 
an important role. 


THE RESEARCH QUESTION 


The research question, then, becomes, 
What are the determinants of a nurse’s or 
physician’s belief about importance of com- 
munication with the patient? Reader’s? work 
suggests that the physician’s estimation of 
his patients’ medical knowledge might be a 
factor. Psychological research in other areas 
suggests that the person who feels himself 
inadequate for some reason or other is often 
less willing to communicate with others— 
presumably because of a fear of exposing his 
ignorance. There may be no actual inade- 
quacy in the area under consideration. Rath- 
er, the important factor seems to be a gen- 
eralized belief in one’s ability to meet the 
requirements of life. 

To the person who feels inadequate, situ- 
ations which require him to tell what he 
knows are threatening, and he prefers to 
avoid them. Denying their importance is the 
one way of avoiding them more easily. Gen- 


1. Irving L. Janis, Psychological Stress: Psycho- 
analytic and Behavioral Studies of Surgical Patients 
(New York: John Wiley & Sons, Inc., 1958). 

2. Pratt, Lois, Arthur Seligman, and George 
Reader, “Physicians’ Views on the Level of Medical 
Information among Patients,” in E. Gartly Jaco, 
Patients, Physicians and Illness; Sourcebook in Be- 
havioral Science and Medicine (Glencoe: The Free 
Press, 1958), pp. 222-229. 


erally, people are not expected to do things 
that they do not believe in. By denying the 
importance of communication, then, one can 
often avoid doing anything about it. 

The present research is based on this no- 
tion. We asked whether the nurse who per- 
ceives herself as a psychologically strong or 
tough individual differs in her belief as to 
the importance of keeping the patient in- 
formed about what is going on from the 
nurse who perceives herself as _ relatively 
weak. In light of existing evidence, we ex- 
pected that the weaker nurse, feeling less 
adequate than the strong one, would be less 
likely to endorse communication. 


PROCEDURE 


The subjects were 126 registered nurses, 
licensed practical nurses, and nurses aides 
working in a 314 bed hospital for the aged 
and chronically ill. Each filled out a question- 
naire designed to measure some of her at- 
titudes toward herself, her patients, and pa- 
tient care. Two sections are relevant to the 
present analysis: (1) the items relating to 
the nurse’s expressed belief in the impor- 
tance of keeping patients informed, (2) 
items measuring her attitude toward her- 
self. 

Attitudes toward communication were in- 
ferred from responses to four questions. 
Two of these concern beliefs about the doc- 
tor’s role: (1) doctors should explain their 
patients’ cases to them; (2) doctors should 
tell patients honestly if they do not know 
what is wrong with them. Two relate to be- 
liefs about the nurses’ role: (3) nurses 
should explain the reasons for doctors’ or- 
ders to their patients, (4) a nurse should tell 
a patient honestly if she has done something 
wrong in caring for him. Subjects indicated 
how important they felt each was by check- 
ing the appropriate space on a five point 
scale. Alternatives ranged from, “This is one 
of the most important things for a doctor 
(or nurse) to do,” to, “This is unimportant. 
It doesn’t matter a bit to me.” 

Attitudes toward the self were measured 
by responses to sixteen pairs of antithetical 
statements separated by a six point scale. 
Subjects indicated which alternative they 
felt was more characteristic of them and the 
degree by checking the appropriate space on 
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each scale. Four of these items were taken 
as measures of feelings of psychological 
strength or adequacy.*® These are: 

1. I do what is necessary regardless of 
the consequences; or the opposite, I let my 
feelings for others get in the way of what I 
have to do. 

2. I never lack for excitement in my work, 


or the opposite, the daily routine of patient 


care is boring. 

3. I always remain calm in an emergency, 
or, emergencies make me nervous. 

4. It takes a lot to get me down, or, I get 
discouraged when things don’t go right. 

The subject’s responses to these four items 
were summed and divided into high, medium 
and low groups. The groups were, then, com- 
pared as to their feelings about the impor- 
tance of keeping patients informed. 


Analysis 


In analyzing the data, we examined two 
factors in addition to psychological strength. 
We asked, first, whether the job category 
of the respondent had an effect; i.e., whether 
nurses, licensed practical nurses, and nurse 
aides feel differently about the importance 
of communication. Secondly, we asked 
whether the profession referred to was rele- 
vant; i.e., whether any difference was seen 
in the relative importance of communication 
for physicians versus nurses. 

An analysis of variance technique, which 
permitted us to look at the effect of these 
three variables simultaneously, was used in 
making our comparisons. Tables of F values 
and means are available for any who wish 
to examine them, but are not included in 
this report. 

The significant main effects were the 
level of psychological strength and the pro- 
fession referred to. Nurses who scored high 
on psychological strength believed more in 
communication than did the medium group 
who, in turn, saw it as more important than 
low scorers did. Secondly, the total group 
believed communication a more important 


3. Responses to all sixteen items were intercorre- 
lated and a factor analysis was performed. These 
four items were found to be highly loaded on the 
first factor to have (with one exception) minimal 
loadings on the other three. 


function for doctors than for nurses. It 
should be mentioned that the items referring 
to doctors were not identical with those re- 
ferring to nurses. Since identical questions 
would probably have been meaningless in 
light of different medical and nursing func- 
tions, it was felt wiser to select communica- 
tion situations which, for the nurse, would 
be analogous to, rather than identical with, 
those met by the physician. 

When considered alone, the job category 
of the respondent was not related to belief 
in the importance of communication. Nurses, 
licensed practical nurses, and nurse aides 
felt it about equally important. However, 
when the joint effect of job category and 
profession referred to was examined, some 
interesting differences emerged. Whereas 
nurse aides saw no difference in the impor- 
tance of communication for physicians and 
nurses, nurses and licensed practical nurses 
did. The largest difference was seen by the 
licensed practical nurses. Although they did 
not differ from registered nurses in their 
feelings as to the importance of communica- 
tion by doctors, they felt it much less impor- 
tant for nurses to communicate. 

The joint effect of the profession being 
referred to and the level of psychological 
strength is also interesting. The difference 
between strong and weak individuals was 
larger when nurses were referred to than 
when physicians were referred to. That is, 
although in both cases strong nurses at- 
tributed more importance to communication 
than weak nurses did, this difference was 
greatest when they were referring to com- 
munication by nurses. Thus, the level of psy- 
chological strength had a stronger effect 
when the nurse was concerned with the be- 
havior of her own group. 


INTERPRETATION OF FINDINGS 


Do these data lend support to the hypothe- 
sis expressed earlier? Before answering that 
question, it might be well to point out the 
tentative nature of the data. We are still in 
the early stages of the study, and have not 
yet become aware of all the extraneous vari- 
ables that should be controlled. Also, the 
sample being reported on, besides being 
small, may well be unique—not only because 
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the nurses are dealing with a specific type 
of. patient, but also because they chose to 
work with that type of patient. Finally, al- 
though this in no sense exhausts the list, 
we have not yet collected data in any other 
hospital, and thus have very little knowledge 
of the generality of the findings. With these 
limitations in mind, we may see what the 
results might mean. 

We hypothesized that the nurse who felt 
relatively weak psychologically would be less 
likely to endorse communication than the 
stronger nurse would. Our data lend support 
to. this notion. Not only did we find differ- 
ences related to feelings of psychological 
strength when considered by itself, but these 
differences were particularly evident when 
the subjects were dealing with nursing func- 
tions. There is no special reason for expect- 
ing large differences when people are dis- 
cussing the behavior of others, except as one 
expects generalization of attitude. The threat 
to the ego occurs most strongly when the 
self is involved. Thus, in the psychologically 
strong group, there was almost no difference 
in expressed importance of communication 
for doctors and nurses. The difference in- 
creased in the medium group and reached 
its largest size in the psychologically weak 
group—the group which would be expected 
to feel the greatest threat. 

The significant joint effect of job category 
and profession being referred to is also in- 
teresting here. The licensed practical nurse 
group saw communication as less important 
for nurses than either the registered nurses 
or aides did. It is conceivable that the li- 
censed practical nurse may feel least quali- 


fied for the job she has to do. She has re- 
ceived more training than the aide has, but 
must also carry more responsibility—an 
ever increasing amount in most hospitals. In 
the hospital we have studied, her functions 
are essentially the same as those of the reg- 
istered nurse. Yet her training is far from 
being as extensive. She agreed with the 
registered nurse in seeing communication as 
important for the doctor, but declined to 
see it as an important function for nurses. 

Interestingly enough, aides saw no dif- 
ference in its importance for doctors and 
nurses. This leads one to suspect that the 
aides as a group may not have considered 
that the term “nurse” referred to them, de- 
spite the fact that they are members of the 
nursing staff. If they had, one would, in 
light of the other findings, expect more dif- 
ferentiation between their expectancies for 
doctors and nurses. 

In summary, we feel that these data pro- 
vide support for the notion that willingness 
to keep patients medically informed is re- 
lated to certain aspects of the self-picture— 
in particular, to a feeling of personal ade- 
quacy or psychological strength. Whether 
this is related really to behavior in communi- 
cation is not yet known; but the hypothesis 
that it is so related is at present being ex- 
plored. If consistent differences in behavior 
are found, we may have the beginnings of 
a solution to one of the most prevalent com- 
plaints of patients. We would then be armed 
with the knowledge that a key to fuller com- 
munication between nurses and patients is 
for the nurses to have a stronger conception 
of their own personal adequacy. 
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Melvin Seeman (University of California at 
Los Angeles) and John W. Evans (The 
Ohio State University), “Stratification and 
Hospital Care: I. The Performance of the 
Medical Interne,” American Sociological Re- 
view, 26 (1961), 67-80. 


Sociologists in general, and medical soci- 
ologists in particular, are committed to the 
proposition that the stratification system 
within an organization is a consequential 
feature affecting task performance. Studies 
which actually demonstrate such conse- 
quences, however, are rare. This is the first 
of two papers which demonstrate that dif- 
ferentially stratified hospital units vary in 
their performance of medical tasks. The two 
papers involve the measurement of perform- 
ance from three standard perspectives: the 
objective (based on medical records); the 
reputational (based on superiors’ ratings of 
the interne) ; and the subjective (reports by 
internes on their own behavior). The present 
paper deals with the latter two kinds of evi- 
dence. The data indicate that, from the 
standpoint of both the interne’s report and 
the ratings assigned to him by his medical 
superiors, stratification is related to medical 
performance. AA 


2. 


Melvin Seeman (University of California at 
Los Angeles) and John W. Evans (United 
States Information Agency), “Stratification 
and Hospital Care: II. The Objective Cri- 
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teria of Performance,” American Sociologi- 
cal Review, 26 (1961), 193-204. 


This is the second of two papers which 
involve a “triangulation” on medical per- 
formance in an effort to test the proposition 
that organizational stratification is related 
to hospital care. The triangulation consists 
of the measurement of performance from the 
subjective, reputational, and objective points 
of view. The present paper presents evidence 
based upon objective medical records. The 
evidence is organized around a conception of 
the hospital as an institution performing 
seven key functions. Criterion measures re- 
lated to these seven functions are examined, 
and it is shown that units which differ in 
their degree of stratification also differ in 
their performance with respect to a number 
of these criteria (e.g,. the length of patient 
stay, and the use of the consultation pro- 
cess). Taken together, the two papers show 
that when performance is independently 
measured in three fundamental ways, there 
is a basic congruence which supports the 
proposition that the degree of stratification 
of organizational units is related to varia- 
tions in task performance. AA 


3. 


David Mechanic (University of Wisconsin) 
and Edmund H. Volkart (Stanford Univer- 
sity), “Stress, Illness Behavior, and the Sick 
Role,” American Sociological Review, 26 
(1961), 51-58. 


Previous research has indicated a direct 
relationship between stress and “illness in 
general,” as measured by frequency of medi- 
cal visits and diagnoses. Parsons, however, 
has suggested that the attractiveness of the 
“social role of the sick person” may also 
motivate persons to seek medical care. The 
concept of “illness behavior” is introduced 
and the relative effects of stress and the 
tendency to adopt the sick role upon fre- 
quency of medical visits made by 614 male 
freshman are investigated. Results indicate 
that the tendency to adopt the sick role is 
the more powerful variable. The significance 
of this social-psychological variable is dis- 
cussed in relation to future etiological studies 
of stress and illness. AA 
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4. 


S. J. Axelrod (University of Michigan 
School of Public Health), “The Evaluation 
of Old Age Assistance Medical Care Pro- 
grams,” American Journal of Public Health, 
51 (1961), 1-10. 


Even though the concept of medical care 
provided under public assistance programs is 
being widely discussed, the essential data to 
evaluate such programs have been largely 
lacking. The question of evaluation is be- 
coming increasingly pertinent because of the 
recent expansion of federal participation 
in medical care programs and the increasing 
cost of these programs. Systematic reviews 
of medical care programs have been under- 
taken with increasing frequency in recent 
years, but most of these studies have been 
limited to description of administrative 
structure, scope of services, patterns of pro- 
viding services, and detailed cost data; with 
few exceptions, analysis of the use of medi- 
cal care has not been presented, generally 
because the needed data are not available. 
That is, there is very little information on 
the amount, type and quality of medical care 
given to recipients of public assistance. 

In this article the author uses the avail- 
able public assistance reports in only four 
states, partly because needed information 
is not available in most state reports, to an- 
alyze the types of medical care utilized 
(physician, hospital, dentist, eye specialist, 
drugs), the degree to which physicians’ serv- 
ices are utilized, time-use of hospitals, and 
the comparative use of drugs. 

Adequate data showing the utilization of 
medical care in public assistance programs 
are essential to appraise the quantitative and 
qualitative effectiveness of existing pro- 
grams. Such data would provide bench marks 
for comparative purposes, and for the test- 
ing and evaluating of administrative pro- 
cedures. R.H.T. 


5 


Melvin L. Dollar and Perry J. Sandell (Bu- 
reau of Dental Health Education, American 
Dental Association), “Dental Programs in 
Schools,” The Journal of School Health, 31 
(1961), 3-14. 


In this article the authors provide the re- 
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sults of a nation-wide survey of dental 
health programs. The sample included re- 
ports from elementary and high schools in 
every section of the country, and from 
schools in communities of varying size, in- 
cluding parochial, private and public schools. 
Information is included as to the type of 
program—dental health education or dental 
service—as well as the individuals who pro- 
vide such educational training and service. 

On the one hand, the authors conclude that 
almost all schools surveyed had some kind 
of dental program, and they assume their 
findings to be representative of the nation, 
yet they also conclude that the dental health 
of American children is low. “It is apparent 
that the major need is not to introduce den- 
tal programs into more schools but to in- 
crease the effectiveness of the programs now 
in existence.” There is a need for coopera- 
tion among both dental and educational ex- 
perts to plan better programs, but, “. .. 
more importantly, to motivate the child and 
the parent to utilize such measures as are 
available to prevent and control dental dis- 
ease.” Of particular importance here is the 
need for an increased concern on the part 
of local dental societies. Fewer than half the 
schools reported having a working arrange- 
ment with the local dental society, and only 
one school in seven reported that the local 
dental society provided active leadership. 
R.H.T. 


6. 


Kate L. Kogan and Joan K. Jackson (Uni- 
versity of Washington), “Role Perception in 
Hospital Interaction,” Nursing Research, 10 
(1961), 75-78. 


This is a report of a study made by the 
authors to determine the respective roles of 
patient, doctor, and nurse within the tuber- 
culosis sanitorium. 

Role concepts were ‘“‘obtained by use of the 
Suczek and LaForge Interpersonal Check 
List.” Eleven staff physicians, fourteen ward 
nurses, and sixteen male patients hospital- 
ized for pulmonary tuberculosis chose ad- 
jectives or descriptive statements from those 
listed in the above test to indicate the sub- 
ject’s relationship to members of the other 
two groups. 


Data obtained showed there was some uni- 
formity in the ways subjects from the three 
groups viewed their own roles and the roles 
of others in the patient-staff relationship in 
the hospital. Patients’ opinions about all 
three roles tended to be more uniform than 
the opinion of other subjects. All groups had 
more uniform views about the role of the 
nurse than about other roles. L.H. 


7 


June R. Cassady and John Altrocchi (Duke 
University), ‘Patients’ Concern About Sur- 
gery,’ Nursing Research, 9 (1960), 219-221. 


This article is an account of a study made 
to determine some of the typical concerns of 
patients about their imminent operations. 
The purpose for which the data were sought 
was to assist nurses to perform their re- 
sponsibilities for preoperative psychological 
preparation of the patient for surgery. 

Thirty-four out of 40 patients interviewed 
verbalized one or more concerns. Concerns 
mentioned most frequently were associated 
with death and diagnosis, with helplessness 
and socioeconomic concerns third and fourth 
in importance. 

The authors recommend “further con- 
trolled investigation of the relationship be- 
tween preoperative care and postoperative 
recovery” because of its importance for nurs- 
ing and the involvement of nurses in the 
preoperative psychological preparation of 
the patient. L.H. 


8. 


Margaret Prowse Neylan (University of 
British Columbia, School of Nursing), “The 
Nurse in a Healing Milieu,” The American 
Journal of Nursing, 61, 4 (1961), 72-74. 


This article attempts to show the impor- 
tance of a psychologically healthy atmos- 
phere in promoting healing as well as learn- 
ing. The author states the belief that mem- 
bers of the health profession are prone to 
consider themselves as healers rather than as 
persons who “foster and facilitate the heal- 
ing process which goes on within the patient 
and depends upon his own resources and mo- 
tivation.” 

The universal need for security, affection, 
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and some stability and the adverse effects 
which may result from disagreements and 
disharmonies between professional health 
personnel is discussed. ‘ 

Implications for education, supervision, 
administration and professional health per- 
sonnel relationships in providing a health 
psychological milieu are discussed in a sim- 
ple straightforward manner. L.H. 


9. 


Virginia L. Larsen (Mental Health Research 
Institute, Fort Steilacoom, Washington), 
“What Hospitalization Means to Patients,” 
American Journal of Nursing, 61, 5 (1961), 
44-47, 


This paper attempts to show how patients 
from different age-groups and different so- 
cial settings also differ in what they feel, 
understand, see and expect when entering 
the hospital. The author believes the extent 
of a patient’s cooperation is largely depend- 
ent upon the ability of health personnel in 
recognizing and understanding the patient’s 
needs, fears and expectations. As greater 
empathy is learned by health personnel, the 
patient “can be sympathetically helped to 
verbalize his fears and emotions in a way 
that will lead to a healthier perspective.” 
L.H. 


10. 


Hellene N. Jensen (Mental Health Institute, 
Cherokee, Iowa) and Gene Tillotson (Vet- 
erans Administration Hospital, American 
Lake, Washington), “Dependency in Nurse- 
Patient Relationships,” The American Jour- 
nal of Nursing, 61, 2 (1961), 81-84. 


This article describes the reaction of three 
patients to the position of dependency and 
the changes that took place in their behavior 
when cared for by a nurse who understood 
and accepted patient hostility without retali- 
ation. “The three examples used showed that 
when the nurse had no understanding of the 
needs being communicated by the patient, a 
non-therapeutic atmosphere prevailed.’’ 
Through the ministrations of an understand- 
ing nurse disrespect manifested by with- 


drawal, avoidance, or rejection was changed © 


to respect and cooperation through accept- 
ance and empathy. L.H. 


i. 


Ascanio M. Rossi, Donald C. Klein, John M. 
von Felsinger (Harvard University School of 
Medicine), and Thomas F. A. Plaut (Har- 
vard University School of Public Health), 
“A Survey of Psychologists in Community 
Mental Health: Activities and Opinions on 
Education Needs,’ Psychological Mono- 
graphs, 75, 4 (1961), 38. 


Because of a lag in the number of psychol- 
ogists being trained for Community Mental 
Health work, the purpose of this survey was 
to gather data that would more specifically 
define the role of the psychologist in this 
area. Psychologists actually working in com- 
munity mental health centers were contacted 
to learn their opinions “concerning the edu- 
cation and training needs of those involved 
in community mental health activities.” 
Questionnaires were sent to 615 respondents ; 
88 did not receive the questionnaires; 377 of 
the remaining 577 respondents completed 
their questionnaires. Separate analyses of 
the data were made depending on the: (1) 
degrees of respondents; (2) setting in which 
employed; (3) main activity (60 per cent 
or more of his time); (4) opinion of re- 
spondent on what the term “community 
mental health” denoted. The findings suggest 
that (1) it is difficult to get agreement on 
a definition of community mental health; 
(2) although there was no consensus among 
field workers about the details of the appro- 
priate education and training for psycholo- 
gists who are going into community mental 
health work, several general suggestions 
were consistent among respondents includ- 
ing: (a) a need to make more students 
aware of the “existence, challenge, and op- 
portunities of the community mental health 
area”; (b) a need to begin training at the 
pre-doctoral level in such areas as case con- 
sultation and research methods and a need 
at the post-doctoral level for more training 
in administration and community organiza- 
tion. Also, it was suggested that students 
going into work in this area should take 
courses in sociology and cultural anthropol- 
ogy at the pre-doctoral level. E.S.B. 
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12. 


Philip A. Marks (Kansas University Medical 
Center), ““An Assessment of the Diagnostic 
Process in a Child Guidance Setting,” Psy- 
chological Monographs, 75, 3 (1961), 41. 


This important study was designed to 
gather data related to four general questions 
and five hypotheses about diagnostic pro- 
cedures in a child guidance clinic. Although 
the procedure and findings are too lengthy 
to be presented in detail in an abstract, some 
of the author’s findings (12 major conclu- 
sions were presented) will be listed simply 
to call attention to the nature of the study. 
(1) Significant personality differences be- 
tween parents of child guidance clinic pa- 
tients and general population adults were 
found on most scales of the MMPI. (2) “The 
MMPI, whether used with mothers as a 
source for generating inferences about moth- 
ers or whether used with parents as a source 
of data generating inferences about children, 
is more efficient than the diagnostic process 
itself.” (8) “Psychotherapists, if used as a 
criterion, are in need of validation them- 
selves.” (9) “The collection, combination, 
and integration of various sources of data, 
i.e., What is actually done in the clinical sit- 
uation, does not enable the clinician to make 
inferences about personality which are sig- 
nificantly more accurate than inferences 
based upon blind integration of much lim- 
ited data.” (10) “The overall agreement be- 
tween psychologists and therapists, in deal- 
ing with the same patients, in the same 
clinic, and sharing the same information, is 
discouragingly low. In short, they operate 
from incongruent frames of reference which 
have the net effect of rendering the psycho- 
logical examination if not the diagnostic 
process itself an extravagant waste of clini- 
cal time.” These five (out of a total of 
twelve) conclusions indicate the importance 
of the study. Adding to the significance of 
this research was the attempt on the part of 
the investigator to obtain data using tech- 
niques which are typical of those actually 
used in a clinical setting as opposed to gath- 
ering data using contrived procedures. E.S.B. 


13. 
Ralph Rothstein (Michael Reese Hospital, 


‘ Chicago), “Authoritarianism and Men’s Re- 


actions to Sexuality and Affection in Wom- 
en,” Journal of Abnormal and Social Psy- 
chology, 61, 3 (1960), 329-334. 


The purpose of this study was to test two 
hypotheses: 1. “Authoritarians should tend 
to overemphasize the sexual aspects of a 
woman’s behavior, even though she is also 
shown to be affectionate and kindly as well.” 
2. “Authoritarians should show dichotomous 
attitudes as evidenced by their splitting of 
sexuality and affection.” The hypotheses 
were based on: (1) the work of Gollin who 
found that age, sex, intelligence, and social 
background were related to the ability to 
perceive another person in terms of several 
roles; and (2) the work of Adorno, Frenkel- 
Brunswick, Levinson, and Sanford on the 
authoritarian personality. The subjects were 
64 male general psychology students, 32 high 
authoritarians and 32 low authoritarians. 
Subjects were shown two scenes in a movie 
involving the same actress; one scene had 
sexual overtures, the other scene showed the 
actress being kind. Reactions to the two 
scenes (which were shown in counterbal- 
anced sequences) were obtained by written 
impressions and a moving rating scale. The 
subjects also completed a “heterosexual ques- 
tionnaire.” 

“The high authoritarian group perceived 
the star as significantly more sexual than 
kindly and also reported ‘splitting’ of sexual- 
ity and affection in heterosexual behavior to 
a significantly greater degree than was re- 
ported by low authoritarians.” E.S.B. 


14, 


Joseph D. Matarazzo and George Saslow 
(University of Oregon School of Medicine), 
“Psychological and Related Characteristics 
of Smokers and Nonsmokers,” Psychological 
Bulletin, 57, 6 (1960), 493-513. 


Since there appears to be a significant re- 
lationship between lung cancer and cigarette 
smoking, the authors reviewed recent litera- 
ture in search of a personality pattern for 
the “smoker.” The article reviews the find- 
ings from “three major studies as well as 
numerous other studies” under the following 
headings: personal-situational variables in- 
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cluding age, sex, race, marital status, occu- 
pation, urban-rural residence, crime, socio- 


economic status, education, participation in © 


sports, and driving accidents ; psychological 
variables including I.Q., anxiety, psychologi- 
cal tension, suggestibility, emotional status, 
psychosomatic screening inventory scores, 
and coffee and alcohol consumption; long 
term studies of smoking; factors influencing 
the initiation of smoking including a discus- 
sion of the specific studies of “Hammond and 
Percy” and “Lawton and Goldman” as well 
as a study by McArthur, et al., of Harvard 
men. On the basis of this review of the lit- 
erature the authors list thirty-four charac- 
teristics which differentiate the smoker from 
the non-smoker. They also list five non-dif- 
ferentiating characteristics. They note that 
although the differentiating characteristics 
between smokers and non-smokers are sta- 
tistically significant, “none of the studies 
has shown a single variable which is found 
exclusively in one group and is completely 
absent in the other.” Thus they note “a 
clear-cut smoker’s personality has not 
emerged from the results so far published 
in the literature.” The authors also present 
arguments for and against a genetic predis- 
position to a strong desire to smoke. The 
possibility for multiple factors determining 
smoking habits is discussed as well as the 
problem of “cause and effect” relationships 
between psychological characteristics and 
smoking behavior. E.S.B. 


15. 


Daniel Cappon and Robin Banks, (Univer- 
sity of Toronto), “Preliminary Study of En- 
durance and Perceptual Change in Sleep 
Deprivation,” Perceptual and Motor Skills, 
10 (1960) 99-104. 


Twenty subjects (11 males and 9 females), 
ranging in age from 21 to 46 years, were 
selected to participate in a talkathon during 
which contestants were required to talk con- 
tinuously with one 10-minute break per hour 
for 88 consecutive hours. It was found that 
highly nervous and highly neurotic subjects, 
as determined by the Nervous Scale of the 
Cornell Medical Index and the Maudsley 
Medical Questionnaire respectively, were not 
able to withstand sleep loss as well as sub- 


jects scoring low on these scales. Coeffici- 
ents of correlation of 0.896 for 6 subjects 
and —0.92 for 5 subjects, were found be- 
tween scores of the Raven Progressive Mat- 
rices and the Taylor Manifest Anxiety Scale, 
respectively. Increased frequency of reports 
of feelings of being in a dream world and of 
misperceptions of time, space, and body oc- 
curred with longer time spent in the talka- 
thon. Malcolm D. Arnoult. 


16. 


Arnold M. Rose (University of Minnesota), 
“ ‘Official’ vs. ‘Administrative’ Criteria for 
Classification of Combat Breakdown Cases,” 
Administrative Science Quarterly, 3 (1958), 
185-194. ' 


Bureaucratic theory holds that technical- 
professional demands, defined in this study 
as official criteria, are the most significant 
basis for decision making in large complex 
organizations. The hypothesis of the study 
is that when scientific experts are assigned 
to administrative agencies they will in fact 
be influenced by many bases of judgment 
collectively called administrative criteria, 
other than technical-professional or official 
criteria. 

The situation examined is that of the psy- 
chiatrist in the combat unit, assigned the 
“expert” role of deciding whether neuropsy- 
chiatric casualties (NPs) are capable of be- 
ing sent back to combat duty after brief 
treatment and rest or must be sent to the 
rear echelons for further treatment or re- 
assignment. (Data were collected in 1945, 
toward the close of the Second World War, 
in the Mediterranean Theater of Opera- 
tions). It is assumed that if medical or offi- 
cial criteria are used by the psychiatrist, 
those men returned to duty are more like 
those who never broke down, than they are 
like those who are sent to the rear echelons 
for treatment or reassignment. An earlier 
research study based on the same data estab- 
lished differences between NP’s and soldiers 
who did not break down in combat situa- 
tions. Research procedure in this monograph 
is to determine in what respects the NP’s 
returned to combat differed from those sent 
to the rear echelon, and second, from a com- 
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parison of these two lists of characteristics, 
backgrounds traits, and attitudes, to ascer- 
tain what categories of NP’s are being sent 
to the rear echelon even though their symp- 
toms, characteristics, and backgrounds are 
more like those of normal soldiers than those 
of NP’s returned to combat. 


During the observation period prior to the 
psychiatric determination, NP’s were given 
a questionnaire containing both check list 
and free answer questions. Comparison is 
made between 130 NP’s returned to combat, 
and 95 NP’s forwarded to the army’s clear- 
ing house for reassignment. The question- 
naire was also given to 82 NP’s in a replace- 
ment depot awaiting reassignment. 

The following significant differences were 
found. Privates, draftees, and volunteers (as 
opposed to regulars) were more likely to be 
returned to combat. Men who reported 
harsher combat conditions were more apt to 
be returned to combat. There are no large or 
consistent differences between groups in pre- 
combat neurotic symptoms, although the 
earlier study contrasting NP’s and normal 


men revealed normals have markedly fewer 


such symptoms. Attitudes which the army 
considered desirable were more likely to be 
held by those forwarded for reassignment, 
than by those returned to combat. Replace- 
ment depot men were more likely to report 
themselves in low spirits, and more came 
from broken or quarrelsome homes. No dif- 
ferences in “griping’’ were found, nor in use 
of certain thoughts (hating the enemy, 
dreaming of “after the war” to keep them 
going in difficult situations. In these re- 
spects, NP’s were like normal men. 

In summary, the respects in which NP’s 
differ from normal men of comparable com- 
bat experience are not the same as those dif- 
ferentiating NP’s sent back to combat and 
those forwarded for reassignment, treat- 
ment, or discharge. 

It seems likely that administrative reasons 
rather than the motive of “returning the 
soldier to duty if his personality was suffici- 
ently stabilized” prompted the psychiatrist’s 
decisions in individual cases, since analysis 
of characteristics does not indicate differ- 
ences between those returned to combat and 
those forwarded for reassignment which 


characterize one as “less serious” and the 
other as “more serious.” AA 


17. 


August B. Hollingshead (Yale University), 
“Some Issues in the Epidemiology of Schizo- 
phrenia,” American Sociological Review, 26 
(1961), 5-13. 


Clinical, laboratory and epidemiological 
methods help man understand health and dis- 
ease. Epidemiology seeks to determine who 
develops a disease, when, and under what 
conditions. Schizophrenia is a disabling ill- 
ness of unknown etiology. Epidemiology may 
be the appropriate method to help man un- 
ravel the causative factors which give rise 
to it. Three issues in an epidemiological 
study of schizophrenia are discussed: the 
validity and reliability of psychiatric diag- 
noses, the nature of the population to be 
studied, and the possible ways sociologists 
can contribute to the exploration of inter- 
relations between socio-cultural factors and 
the presence or absence of schizophrenia in 
a population. AA 


18. 


William Caudill (National Institute of Men- 
tal Health), “Around the Clock Patient Care 
in Japanese Psychiatric Hospitals: The Role 
of the Tsukisoi,” American Sociological Re- 
view, 26 (1961), 204-214. 


Tsukisoi are sub-professional nurses who, 
in private psychiatric hospitals in Japan, are 
assigned on a one-to-one basis to patients. 
The tsukisoi cares for the patient continu- 
ously throughout his hospitalization. The 
work of this role group and its place in the 
social structure of the hospital are described. 
Correspondences are drawn between the be- 
havior of the tsukisoi in her technical role 
and the behavior exhibited in more general 
roles, such as that of mother, in Japanese 
culture. The position of the tsukisoi in the 
power structure of the hospital is seen in 
relation to the structure of power groupings 
in organizations such as the Japanese com- 
pany or factory. Some of the wider sociologi- 
cal and psychodynamic implications of the 
role of the tsukisoi are discussed. AA 





19. 


Arnold M. Rose (University of Minnesota), 


“Mental Health Attitudes of Youth as Influ- 


enced by a Comic Strip,” Journalism Quar- 
terly, 35 (1958), 333-342. 


A syndicated comic strip, Rex Morgan, 
M.D., presented an episode dealing with 
mental health problems in 1955 over a period 
of three months. This paper presents an eval- 
uation of the effect of this piece of popular 
literature on adolescent attitudes towards 
mental health. 

The research design was a field experi- 
ment, using as subjects the entire sophomore 
class of three Minneapolis high schools, chos- 
en to include the range of socioeconomic 
classes and ethnic groups. Questionnaires 
were administered a week after the episode 
began and four months later, one month 
after the episode’s conclusion. A random 
sample of those who filled out both ques- 
tionnaires (100 from each of the three 
schools) was used for final analysis. 

Findings offer support for the following 
generalizations. Mental health material does 
not so provoke anxieties as to reduce reader- 
ship of the material; similarly, recognition 
of the educational nature of the strip did not 
decrease readership. When the strip was un- 
ambiguous and relevant, it seems to have 
influenced a small but significant number 
of readers to have more “favorable” atti- 
tudes (as defined by most psychiatrists) to- 
wards mental health problems. No carryover 
to other mental health attitudes, not specifi- 
cally mentioned in the strip, was found. The 
comic strip helped to sharpen and clarify 
perceptions and definitions of mental prob- 
lems. Factual information is learned from a 
comic strip by a small proportion of the 
readers. 
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The general conclusion seems to be that a 
syndicated comic strip, with a serious mes- 
sage ably presented, has an effect on the at- 
titudes of a significant minority of youthful 
readers, even on a complex and emotionally 
charged matter like mental illness. AA 


20. 


A. C. Smith and G. F. Reed (Wakefield Edu- 
cation Committee and University of Man- 
chester), ‘Wrist-Crooking and Speed in 
Left-Handed Writers,” Perceptual and Mo- 
tor Skills, 12 (1961), 94. 


Fifty left-handed writers, aged between 
10 and 14, were drawn at random from four 
schools. After tests of writing speed each 
child was given a further writing task dur- 
ing which measurement was made of the 
angle between the writing line and the line 
from the pencil point to the base of the index 
finger. 

The mean angle was 64.7°, with a range 
from —22° to 101°. Thus there were con- 
siderable divergences from the “correct” 
writing angle which is presumed to be just 
below 90°. Only two children, however, were 
actually writing with a “hook” (represented 
by negative angle readings). The rank order 
correlation between size of angle and writing 
speed was only 0.22. 


It appears that this sample of left-handed 
writers contained a much smaller proportion 
of wrist-crookers than those described by 
earlier writers. This may reflect changes in 
teaching outlook or in the constitution of 
the left-handed population. The results pro- 
vide little support for the view that crooking 
of the left-handed writer’s wrist diminishes 
his speed of writing. Malcolm Arnoult 
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EIGHTY-NINTH ANNUAL MEETING OF THE AMERICAN PUBLIC 
HEALTH ASSOCIATION SET FOR NOVEMBER 13-17 IN DETROIT, 
MICHIGAN, NEW COBO HALL 


The Medical Care Section of the Ameri- 
can Public Health Association, meeting as 
anounced above, begins its program on Mon- 
day, November 13, with a session presided 
over by the Chairman of the Association Di- 
vision, George G. Reader, M.D. Dr. Reeder, 
who will edit the Winter Issue, Volume II, 
No. 4 of the Journal of Health and Human 
Behavior, has provided the Journal with the 
titles of contributed papers which appear in 
the Abstracts of the Medical Care Section 
this year. The Journal is glad to publish this 
list. No doubt, most of the addresses of 
authors from whom more information about 
these papers may be obtained will appear in 
the forthcoming 1961 edition of the Health 
Information Foundation’s “Inventory of So- 
cial and Economic Research,” which is edited 
by Odin W. Anderson, Ph.D. The names of 
authors and titles follow. 
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BOOK REVIEWS 


Surgery as a Human Experience. By James 
L. Titchener and Maurice Levine. New York: 
Oxford University Press, 1960. xxx, 285 pp., 
$6.00. 


This is a much needed book. It is written 
by psychiatrists for surgeons with the gen- 
eral intent of awakening and stimulating an 
appreciation of the possible value of psycho- 
dynamic knowledge in the practice of sur- 
gery. A secondary purpose underlies much 
of the book. This is to report some of the 
results of a study of 200 randomly selected 
surgical patients conducted at Cincinnati 
General Hospital. 

What is surprising is that this book had 
to be written at all. It is noteworthy that a 
significant portion of it is devoted to an ex- 
position of fundamentals of psychiatry, psy- 
chosomatics and psychodynamics. While the 
book does not aim to be a primer for sur- 
geons in psychiatry, inevitably it becomes 
one. It points indirectly to the implication 
that training for the profession of surgery 
does not adequately prepare the surgeon 
to deal adequately with the emotional fac- 
tors in the etiology of the disease and in its 
surgical treatment. 

The author sets his major task as demon- 
strating the role of psychiatry in surgical 
practice. The statements and summaries of 
psychological theories of stress, psychoneu- 
roses, organ neuroses, reactions to illness 
and the threats of surgery are presented 
with utter simplicity. The language and ex- 
amples are not overly technical but the tenor 
of the book is neither patronizing nor con- 
descending. 

To the social scientist and mental health 
epidemiologist, the reported research on 200 
surgical patients will be of interest. The 
method of selecting the sample leaves much 
to be desired. It is described as a “stratified 
random sample” of patients in the lower so- 
cioeconomic group. Readers will be dismayed 
to learn that patients were drawn by em- 
ployment of an unspecified formula and the 
order in which they were seen “was estab- 
lished by drawing slips from a hat.” The 
most that can be said is that this sample 
represents an unselected group of patients 
requiring surgical care at Cincinnati General 


Hospital. Patients were interviewed in 
depth by a psychiatrist. Collateral data came 
from the psychologist, nurses, social worker 
and surgical residents. A follow-up interview 
was conducted from three to six months fol- 
lowing discharge. 

Three psychiatrists read the protocols and 
using “conservative” criteria found 86 per 
cent of the sample harboring “some form of 
important psychiatric disorder,” nearly all 
of which was “most probably” present prior 
to illness and hospitalization. To elaborate 
this finding, there were 288 definable illness 
states found in 172 of the 200 patients. No 
conclusions are drawn from these impressive 
data but some hypotheses are offered: (1) 
that the surgical illness and hospitalization 
may have caused or enhanced adaptational 
problems; (2) that the subjects are drawn 
from the lower socioeconomic group and 
hence especially subject to psychiatric dis- 
order and (3) that surgical illness could be 
an outgrowth of psychiatric disorder. 

Since the data are based upon interviews 
and tests provided by a highly selected pop- 
ulation in a municipal hospital, it is under- 
standable that a significant number of pa- 
tients should show psychiatric problems. 
Little can be said of the possibility that sur- 
gical illness is an expression of psychiatric 
disturbance. Three independent raters found 
nearly half the patients to have some rela- 
tionship of “personality dynamics to surgi- 
cal illness.” The larger question of whether 
such figures have more than limited applic- 
ability remains open. Since surgical opera- 
tions are performed upon several millions of 
patients annually, one may seriously wonder 
to what extent psychiatric disorder is etio- 
logically relevant to surgery. Further, to 
what extent do sociological and cultural fac- 
tors impinge upon such a relationship? 

The book also explores briefly numerous 
interesting problems—surgery in the young 
and old; the question of delay in seeking 
medical care; various psychotic states; and 
suggested approaches to limited psychologi- 
cal treatment. 

One may offer the hope that surgeons will 
read this book, reflect upon its message and 
act accordingly. Realistically, it may serve 
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only as an irritant to surgeons who, con- 
sciously or not, would like to incorporate 
the psychiatric approach in their practice. It 
is also likely to impress surgeons with the 
fact that their patients are of sufficient in- 
terest to psychiatrists to warrant a serious 
study. This realization may leave the net ef- 
fect of making psychiatric consultations a 
more common aspect of surgery. 

This book can also serve as a stimulus to 
further both clinical and epidemiological re- 
search since the research findings reported 
are suggestive. The social scientist in medi- 
cine will find here much to whet his appetite. 

Bernard Kutner 
Albert Einstein College of Medicine 


An Introduction to Psychoanalytic Research. 
By Kenneth Mark Colby. New York: Basic 
Books, Inc., 1960. 110 pp. $3.00. 


It is indicative of the needs of the audi- 
ence for whom this book is written, includ- 
ing this reviewer, that the author devotes 
the first half to general considerations of 
“Scientific Investigation” and “Observation 
and Experiment” before coming directly to 
“Psychoanalysis as Science” and “Research 
in the Analytic Situation.” In this sense, the 
present volume follows the pattern of Colby’s 
first book, A Primer for Psychotherapists, in 
that the more experience a reader brings to 
it, the more he will get out of it. From the 
point of view of the subculture of psycho- 
analysts in practice, Colby is an example of 
a small but increasing number who are mov- 
ing seriously into the problems of research, 
attempting to utilize “the special advantages 
[of] the clinical analytic situation for the 
study of human behavior.” In this connec- 
tion, his definition of psychoanalytic re- 
search is of interest. 


[It is] of research concerning a specific 
subject-matter, methods of observation, and 
methods of operation. The subject-matter 
consists of inclusive spoken descriptions of 
self-observation by persons in the analytic 
situation. The method of observation involves 
listening, introspection and empathy as the 
analyst observes himself identifying with 
descriptions of another person’s self-obser- 
vation. The method of operation by the an- 
alyst consists of setting up an analytic situ- 
ation and using spoken interventions guided 
by clinico-theoretical principles. 


For an elaboration of the analytical tools 
of introspection and empathy, the reader is 
referred to “Introspection, Empathy, and 
Psychoanalysis,” by Heinz Kohut (Journal 
of the American Psychoanalytic Association, 
Vol. 7, 1959, p. 459). In discussing the actual 
methods of observation, Colby makes clear 
his position regarding the use of tape re- 
corders and movie cameras, both of which he 
favors strongly. This fact alone would prob- 
ably place him among a minority of con- 
temporary psychoanalysts. His answer to 
the inferred criticism of this presumed ma- 
jority might be gleaned from his caricature 
of a hypothetical member of this group 
whom he labels the “anti-scientific psycho- 
analyst,” who “stated publicly that our data 
were so unique, it could not be subjected to 
the paraphernalia of precision ... and (who) 
nowadays plays up third ear intuition and 
speaks mysteriously of unknown depths.” 

In Chapter III, Colby reviews some criti- 
cisms of psychoanalysis as a science, and 
lists many of the common ones: the use of 
uncontrolled and unrecorded observations; 
the various deficiencies in quantification, 
controlled experimentation, control and fol- 
low-up groups, adequate numbers of con- 
firmatory cases, predictive value of the the- 
ories concerning childhood experience; the 
absence of interpretive rules which are ac- 
ceptable to all analysts; and as the clincher: 
obscurantist language. An outstanding pio- 
neer in the area of psychoanalytic research, 
Ernst Kris, dealt in 1947 with bases for dis- 
comfort about the reliability of psychoana- 
lytic observation, and took up many of the 
same items that still concern Colby, as well 
as some that the present author is not con- 
cerned with; and traced these grounds for 
discomfort through the half-century history 
of psychoanalysis. (The Nature of Psycho- 
analytic Propositions and Their Validation, 
in Sidney Hook and Milton R. Konvitz, eds., 
Freedom and Experience, Ithaca: Cornell 
University Press, 1947.) 

Chapter IV attempts to deal with the ques- 
tion of which scientific methods are appro- 
priate for psychoanalytic research. Colby 
first evaluates a hypothetical correlation ob- 
served in practice between ‘“‘several women” 
and their reports of oral impregnation be- 
liefs as children. He uses a null hypothesis 
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and small-sample (non-parametric) statistics 
to demonstrate how one determines whether 
the observed correlation is “statistically” 
significant. He concludes that the real prob- 
lem is to decide which of these observed reg- 
ularities are “crucial.” This is of course the 
fundamental problem, and is perhaps most 
celebrated in the psychoanalytic literature 
in the instance of Freud’s observation of the 
correlation between totemism and exogamy. 
Of historical interest in this connection is 
the fact that Freud’s own methodological 
sophistication was much greater than is 
commonly recognized; although in Totem 
and Taboo the evidence for this is confined 
chiefly to footnotes and introductory state- 
ments. 

In this chapter Colby also discusses the 
plight of the psychoanalyst who is sometimes 
“publicly embarrassed by the question ‘Can 
you measure it?’ for thinking that measure- 
ment means only” interval-type (tempera- 
ture) or ratio-type (weight) determinations. 
He replies, “ ‘No,’ and then tries nobly to 
defend the hopeless position that (he) ob- 
serves events which cannot be measured.” 
Actually, as Colby points out, in the “person 
sciences” it is the nominal (classification) 
and ordinal (rank order) scales “which are 
usually achieved.” 

For the reader who may not have direct 
experience with the problems of the clinical 
situation, it would be valuable to read Erik 
Erikson’s paper on “The Nature of Clinical 
Evidence” (Daedalus, Vol. 87, 1958, p. 65). 
This provides a provocative footnote to Col- 
by’s work because, while it implicitly identi- 
fies all three dimensions that Colby requires 
for psychoanalytic research, it also serves 
to demonstrate the enormous difficulty in an 
the patient’s self-observation, the analyst’s 
ongoing therapeutic session of correlating 
observations of the patient and himself, the 
patient’s history in the recent and distant 
past, and the analyst’s clinical and theoreti- 
cal principles, with the analyst’s spoken in- 
tervention. It seems that Colby has re- 
sponded to the inevitable subtle complexities 
of this field by attempting to order the clin- 
ical situation in a way that will permit some 
answerable questions to be asked. 

In his style of writing, the author bridges 
the gap between the printed word and the 


eye by means of a colorful, informal man- 
ner that has all the evocative advantages of 
a personal conversation. Coming as it does 
after A Skeptical Psychoanalyst, with its 
strong emphasis on the analyst’s cognitive 
functions, the present volume may appro- 
priately be considered a worthwhile mani- 
festation of the author’s natural develop- 
ment. 

William Offenkrantz, M.D. 
University of Chicago 


Early Identification of Emotionally Handi- 
capped Children in School. By Eli M. Bower. 
Springfield, Illinois: Charles C. Thomas, 
1960. XIII, 120 pp., $5.50. 


A generation ago (1928), Wickman’s pio- 
neer and classic study of children’s behavior 
and teachers’ attitudes set the stage for a 
direction of investigation which since has 
been followed by educators, psychologists, 
psychiatrists, sociologists and others. The 
121 references listed by Bower sample, but 
by no means comprehensively, the past three 
decades of reports of research on school chil- 
dren, their parents and teachers. 

The California schools study reported by 
Bower involved 200 fourth, fifth, and sixth 
grade classes, “each of which contained at 
least one child who could be clinically desig- 
nated as ‘emotionally handicapped,” total- 
ing about 5,000 children. After briefly re- 
viewing social and educational issues such as 
conflicts of values among policy makers, 
school administrators, and teachers and par- 
ents in the development and implementation 
of education and mental health services, the 
author presents his arguments for the use 
of the term “emotionally handicapped,” 
rather than “emotionally disturbed” or “so- 
cially maladjusted.” He bases his rationale 
upon “legal, financial, legislative, operational 
and parental perceptions,” and specifies five 
characteristics of behavior in defining his 
term: 

“In terms of their visibility to the teach- 
er, emotionally handicapped children can be 
perceived as children who demonstrate one 
or more of the following characteristics to 
a marked extent and over a period of time: 
inability to learn, unsatisfactory interper- 
sonal relationships, inappropriate behavior, 
unhappiness and repetitive illness.” 








230 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


Bower presents, as further background 
for the study, some of the problems in early 
identification of the emotionally handi- 


capped child. These include the difficulties © 


in appraising behavior which arise as a 
function of the varying degrees of visibility 
of developing emotional handicaps; value dif- 
ferences among observers; and the effects of 
past experiences, training, attitudes, and ori- 
entations of observers. His brief review of 
directions and trends of past research in this 
area of investigation touches on multiple 
indices (chronological and mental age, school 
failures and truancy, achievement test per- 
formance, et cetera) ; teacher, peer, and self- 
ratings; referrals by teachers; and delin- 
quency studies. For good measure, Bower 
tosses in two sketchy paragraphs on two 
English studies. 

In describing the objectives and methods 
of the study, the author defines the three 
phases of the six-year study: selection of 
the emotionally handicapped children (60 of 
75 school districts had available the services 
of a social worker, psychologist, psychiatrist, 
or clinical team) ; collection of information 
on the children by their teachers and anal- 
yses of these data to test their capacity to 
differentiate the emotionally handicapped 
from the other children; and the develop- 
ment and trial of a screening process based 
on the study to determine its accuracy and 
“usefulness and usability to teachers.” The 
data recorded for each child by the teachers 
included scores on a group intelligence test, 
reading and arithmetic achievement tests, a 
self-report personality inventory, and a so- 
ciometric technique; absence over a four- 
month period; age-grade placement; socio- 
economic status of the family, based upon 
the father’s occupation; and ratings by the 
teacher of the children’s physical status and 
psychological adjustment. These data were 
selected to fulfill the criterion objectives of 
a process which could be administered by 
the teacher, using standardized data from 
easily available sources, and “synthesized 
into a total perceptual look at the child.” 

The findings indicated that the emotion- 
ally handicapped, in contrast to the other 
school children, were older, had a greater 
rate of absence, scored lower on achieve- 


ment (especially on arithmetic) and group | 


intelligence tests, and in a projective-type 
inventory chose negative rather than posi- 
tive or neutral roles. However, the former 
group scored nearly at the mean of all chil- 
dren when the intelligence tests were indi- 
vidually administered; the emotionally han- 
dicapped girls showed less dissatisfaction 
with self than did the rest of the girls in the 
classes; and there were not significant dif- 
ferences between the groups with respect to 
socioeconomic status of the family as meas- 
ured by the father’s occupation. 

Among Bower’s conclusions are: that peer 
judgments of the children are accurate and 
predictive, and that judgments of the teach- 
ers are much like those by clinicians (87 per 
cent of the 206 children identified by the 
clinicians were identified by the teachers). 
Teachers selected as many “overly with- 
drawn or timid” children as “overly aggres- 
sive or defiant” children (belying the criti- 
cism that teachers tend to select as emotion- 
ally handicapped the latter group because 
they present greater management problems). 
He also found that about 12 per cent of 
school children at these grade levels (3-5) 


‘have the qualities of emotional handicap, 


and that the differences between these chil- 
dren and their other classmates increase in 
each succeeding grade level,—a strong argu- 
ment for the significance of early identifica- 
tion of these emotionally handicapped chil- 
dren. These findings and conclusions are 
essentially consistent with those reported by 
Margaret Gildea and her co-workers, who 
found an incidence of handicap in the 8-12 
per cent range in their St. Louis County 
studies. 

The major criticisms of Bower’s report 
concern the too-sketchy presentation of the 
study. Barely 70 pages of the more than 130 
pages are text (about 30 pages are devoted 
to the Appendix for reproducing some of 
the test instruments), as though there were 
a limit to the number of pages allotted for 
the task; there is also some confusion about 
the total sample size, with 5,500 given on 
page 34, 5,000 on page 36, and “over 40,000” 
on the dust cover! The format is that of a 
primer for teachers, well outlined and with 
large and easily readable print but relatively 
little content as the research-oriented reader 
evaluates the balance of text and other ma- 
terial in this monograph. In essence, Bower 
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indicates his evidence that early identifica- 
tion of the emotionally handicapped school 
child is possible, reliable, and necessary. 

; Ivan N. Mensh 
University of California at Los Angeles 


The Eighth Generation: Cultures and Per- 
sonalities of New Orleans Negroes. Edited 
by J. H. Rohrer and M. S. Edmonson. Co- 
authors: H. C. Lief, D. C. Thompson, and 
W. C. Thompson. New York: Harper and 
Brothers Co. Inc., 1960. XI, 346 pp. $6.00. 


The idea behind this grandiose example 
of interdisciplinary research is an excellent 
one. In 1937-38, Allison Davis and John Dol- 
lard studied 277 adolescent New Orleans 
Negroes and published their findings as Chil- 
dren of Bondage (1940). The thought be- 
hind the present study is to follow up these 
cases, and to ascertain the personality and 
social dynamics involved in their develop- 
ment. Actually only 20 of the subjects were 
interviewed and tested. This took a team of 
two psychiatrists, two psychologists, one 
sociologist and one anthropologist, plus the 
temporary employment of five secretaries, 
two psychiatric social workers, three addi- 
tional psychiatrists, two additional psychol- 
ogists, four graduate students and a linguist. 
The data were gathered over the period 
1953-56, and the book was published in 1960. 
Most of the book consists of the simplest 
kind of descriptive life histories, interlarded 
with psychoanalytic interpretations. There 
is some analysis of personality dynamics, 
but the social dynamics were overlooked, and 
the cases might almost not be American 
Negroes for all the attention that is given to 
the crucial racial and cultural variables. 
Surely this must be one of the prize exam- 
ples to date of a research boondoggle! 

The book opens with an adequate, but not 
novel, description of New Orleans Negro 
society. It closes with some short but com- 
petently executed studies, reported succinctly 
in appendixes, on Negro folklore, attitudes 
toward socialization practices, and New Or- 
leans dialects. In between are the case re- 
ports and their interpretations, presented 
under the vague hypothesis that cultural 
factors and reference groups other than race 
influence the personality dynamics and ad- 
justments of these Negro subjects. 


The primary role identifications of the 20 
subjects are placed in the following illogical 
classification: Middle Class, Matriarchy, 
Gang, Family, and Marginal. The role of 
racial identification or of race relations in 
connections with these is never systematical- 
ly discussed. The only change between 1938 
and 1953-56 that is confirmed is that associ- 
ated with the personality and physical de- 
velopment of the individual subjects. We 
learn nothing about the effects of the sig- 
nificant social change in the position of 
Negroes in American society during this cru- 
cial interval. Several of the adult outcomes 
were predicted accurately from the adoles- 
cent protocols, but others were not; we do 
not learn the reasons for the failures. 

The chief conclusion is the trite one that 
“The meaning of being Negro for each sub- 
ject is strongly conditioned by the values 
associated with his particular role identifi- 
cation, and these in turn determine, at least 
in part, what his racial attitudes will do to 
the quality and nature of his psychodynamic 
functioning” (p. 306). The authors, in their 
concern for personality dynamics, so far lose 
sight of race and race relations in New Or- 
leans that they implicitly repudiate the find- 
ings of Davis and Dollard and explicitly re- 
ject the findings of Abram Kardiner and 
Lionel Ovesey concerning the presence of 
group self-hatred among some Negroes. Cer- 
tainly there are a host of cultural and psy- 
chodynamic factors that operate among 
Negroes as among everyone else, but this 
statement does not negate the influence of 
race relations variables and the legitimacy 
of studying the latter in particular. 

Some of the procedures used in the study 
are ingenious, and deserve to be used more 
often. Where one psychiatrist interviewed a 
given subject in 1953-56, the other read the 
protocols from 1938 and tried to predict 
what the personality would be at the later 
date. Subcultural differences are measured 
by content analyses of Creole folklore, “low- 
er class” jazz lyrics, and “middle class” edi- 
torials, and also through linguistic analysis 
of dialects. 

While the historical and anthropological 
introduction is generally adequate, it is not 
integrated with the personality materials, 
and shows some internal inconsistency. Sure- 


‘ 
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ly the following two sentences are incom- 
patible: “Societies change slowly. But con- 


temporary New Orleans is a society in rela- - 


tively rapid change” (p. 25). The authors 
claim that race relations have shifted from 
a caste structure.to a biracial class struc- 
ture; this may be the trend but it seems a 
bit premature to say that it has occurred (p. 
27). Myrdal and Davis, and Dollard are mis- 
represented as giving the impression that 
“race can have no generic meaning for 
Negroes,” (p. 71) because they call attention 
to the complexity of factors affecting Negro 
personality, and Kardiner and Ovesey are 
misrepresented as stating the opposite ex- 
treme. Psychoanalytic interpretations of so- 
ciety are sometimes carried to absurd ex- 
tremes: e.g., “The gang sees its common 
enemy not as a class, nor even perhaps as 
a sex, but as the ‘feminine principle’ in so- 
ciety. The gang member rejects this femi- 
ninity in every form, and he sees it in women 
and in effeminate men, in laws and morals 
and religion, in schools and occupational 
striving” (p. 163). 

In sum, while the idea behind this research 
is excellent, and some of the techniques are 
ingenious, the execution of the main body of 
the research and the interpretation of the 
findings are far from acceptable. Consider- 
ing the large size of the staff and the slim- 
ness of the results, one gets the impression 
that the collaborators got in each other’s 
way. 

Arnold Rose 
University of Minnesota 


Mental Health Problems of Automation. Ge- 
neva: World Health Organization, 1960. 
(Technical Report Series No. 183). 30 pp. 
$.30, paper. 


This report by an international group of 
experts notes three types of technical inno- 
vation usually subsumed under the heading 
of “automation.” All three types represent 
a trend toward a systematic redistribution 
of tasks between man and machine; the 
third, computer automation, is seen as most 
revolutionary. 

Because both the beneficial and harmful 
aspects have been overstressed in many dis- 
cussions, the prospect of automation becomes 
a very real generator of anxiety reactions 


among the general public and among work- 
ers affected, particularly office personnel 
who tend to see it as a great menace to their 
occupational status. 

Data derived from the study of the small 
number of fully developed examples of au- 
tomation that are currently available suggest 
that automation must be considered as a 
source of both potential improvement and 
potential strain in mental health conditions. 
The report notes that automation may, in 
some instances, reduce the amount of shift 
work and the number of repetitive, monoto- 
nous, isolated jobs with low skill levels. How- 
ever, automation will not necessarily lead 
either to downgrading or markedly upgrad- 
ing the skills of a reduced labor force. 

The worker’s response to automation is, 
in part, a function of his relations to his em- 
ployer and trade union; and it is focused on 
its anticipated economic consequences. His 
response is also related to the possible loss 
of status relative to other workers in his 
own eyes, the eyes of his family, and the 
public. To the extent that others have, in 
the past, equated manual effort with the 
value and significance of a job, they are 
likely to see him as overshadowed by the 
machine, as insignificant, and guiltily idle. 

There are four aspects of automated work 
which are possible causes of mental ill- 
health, because of their physiopsychological 
implications for the individual worker: the 
increase of responsibility without action to 
provide relief; the need for a high degree 
of attention without adequate motor dis- 
charge, the solitary nature of the work, and 
its relative “depersonalization.” These prob- 
lems are seen as capable of engineering and 
managerial solutions to varying degrees, but 
it is also suggested that older and physical- 
ly handicapped workers may be best pre- 
pared to derive satisfaction from this kind 
of work situation. 

The repercussions of automation in the 
“three main areas of man’s activity” (fam- 
ily, community, and working life) are dis- 
cussed: a need is seen to maintain some de- 
gree of similarity in the climate of his social 
relationships in these three areas and also 
to maintain an element of contrast in the 
types of activity, motivation and satisfac- 
tion appropriate to each of them. 
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Among other dysfunctional consequences, 
automation may lead to a reduction of the 
family’s emotional involvement with the 
breadwinner’s activity and to too much phys- 
ical mobility. Working hours are likely to 
decrease, leisure and housing requirements 
to be altered. On-the-job-possibilities for 
career changes and lateral mobility may be 
affected, and new job and team structures 
may arise. The worker’s need for informa- 
tion about his place in the organizational 
structure and about his importance and 
value, compared with that of the machine, 
is greatly increased. 

The mental health implications of the so- 
cial consequences of automation may be dealt 
with by advance planning, by consultation 
with affected employees and their union, by 
selective placement, and by provision for 
continuing information. In addition, the 
worker’s ability to adapt, to improvise social 
and individual solutions to new problems 
should be respected and not organizationally 
curtailed. 

The need for cooperation between man- 
agers, engineers (even architects), and so- 
cial scientists, in order to enhance beneficial 
and limit harmful effects of automation, is 
stressed throughout the report. 

Elizabeth Ossorio 
Washington University 


It’s Cheaper To Die. By William Michelfel- 
der. New York: George Braziller, Inc., 1960. 
192 pp. $3.50. 
What Price Medical Care? By Sir Earle 
Page. New York: J. B. Lippincott Co., 1960. 
160 pp. $3.50. 


There can be no doubt that the subject of 
financing medical care has popular appeal. 
Within the past few years there have been 
dozens of magazine articles and several non- 
technical books aimed at informing the pub- 
lic about the background of the high cost of 
medical care and possible measures to be 
taken to meet these costs. The structure of 
medical practice and the various methods of 
improving the structure as well as methods 
of removing the economic obstacles to 
obtaining good medical care are important 
matters for sober consideration. Both of 
of these books concern themselves primarily 
with costs, although they do touch on other 


aspects of medical care—the political impli- 
cations of present and suggested medical 
care financing, the doctor-patient relation- 
ship, and patient attitudes. 

In a way, the two books listed comple- 
ment each other. They are both bad books— 
superficial and dreadful examples of special 
pleading. It’s Cheaper To Die is written 
from a patient’s viewpoint, and What Price 
Medical Care, from a doctor’s viewpoint. 

Michelfelder, a reporter, has written a tuo 
quickly knocked together journalistic effu- 
sion, obviously in an effort to cash in on the 
most recent newspaper headlines: drug in- 
dustry profits, doctor shortage, and evidence 
of medical society activity in restraint of 
trade. The title is offensive and meaning- 
less. Written and printed in haste, it is full 
of inaccuracies and printing errors. Several 
pages are located in the wrong chapter. 
There is no doubt that public education about 
the matters he has selected to discuss is nec- 
essary. It is unfortunate that he didn’t take 
the time and trouble to get his facts right 
and present them in clear and simple fashion. 
The chapter on the ethical drug industry is 
a jumble, and the vitally important matter 
is presented in such a complicated and con- 
fusing way that the point is lost. 

Sir Earle Page is a surgeon, whose long 
life has been spent in politics (he was Min- 
ister of Health for many years and an M.P.). 
What Price Medical Care is a chatty mixture 
of Tory opinion, horrifyingly antiquated 
medical lore, excathedra statements on so- 
cialism and the doctor-patient relationship, 
anecdotes, and a rather imprecise and 
blurred description of Australia’s Health 
Plan (which he claims to have written). 
The inaccuracies are not so obvious here as 
in Michelfelder’s book, since they are skill- 
fully obscured by the general nature of the 
discussion—no figures, no sums, no data. 
Furthermore, Sir Earle is anxious to con- 
vince the American audience, at whom the 
book is aimed, that: (1) Blue Cross is a 
great thing, requiring only government sup- 
port to be perfect; (2) Australia’s Health 
Plan is designed to be “a partnership of vol- 
untary insurance with government;” (3) 
America should follow this plan. 

In the introduction, Sir Earle is described 
as a “medical practitioner and practical 
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politician.” The references to his nostalgia 
for leeching and nerve cauterization cast 


some doubt on the correctness of the first . 


qualification, as does the following anecdote 
fondly praising one of his teachers: 


. .. Though not versed in the latest medi- 
cal advances he knew instinctively when his 
patient was in bad shape. But in order not 
to alarm himself and thereby upset his pa- 
tient, he always carried a clinical thermome- 
ter which would go neither up nor down. So 
a trifling change in temperature did not 
upset him, and the patient wasn’t worried 
by the thought that the doctor was worried. 
When his trained eye detected that the pa- 
tient was in serious trouble he would sum- 
mon a specialist in the proper field, with the 
eg that he rarely had a death in his prac- 

ice. 


But he is undoubtedly a practical poli- 
tician. Australia “escaped the trap of So- 
cialization set to enmesh medicine,” by de- 
veloping a plan in which the Government 
pays part of the cost of indemnifying doc- 
tors, hospitals, and pharmacists through 
voluntary insurance companies. Australians 
therefore purchase (if they choose) an in- 
surance policy equivalent to Blue Cross or 
Blue Shield in this country. The doctor or 
hospital charges the usual rate or fee. The 
insurance company indemnifies the vendor a 
fixed part of the charge. The patient is re- 
sponsible for the rest of the cost. Economists 
are well aware of the inflationary character 
of such a system, and Australia has seen 
just such rise in medical care costs to pa- 
tients, despite the partial payments by gov- 
ernment. In essence, the scheme serves to 
insure the doctor, not the patient, since the 
doctor is guaranteed at least a fixed sum, 
but the patient is not guaranteed that the 
fees will not rise. 

The book includes interesting anecdotes 
about Australia in the early days. The auth- 
or uses these to illustrate how traditional 
medical practice is unchanged by the Medical 
Plan. Great emphasis is placed on the doc- 
tor’s “freedom.” The Plan leaves him un- 
hampered to practice as he will. Critical 
shafts are aimed at Britain, Canada and 
New Zealand where more “restrictive” 
health plans are in operation. He says that 
Australian specialists are not “cramped 
within rigid financial limits” as their New 
Zealand counterparts are, for example, 


which raises a whole series of fundamental 
questions about doctors’ income and medical 
care. 

The whole book is a defense of the status 
quo and the right of the physician to con- 
tinue as an individual entrepreneur. His ref- 
erence to the ability of the aged to buy in- 
surance out of their pensions, which puts 
them on an equal footing with the wealthy 
and employed, has amusing overtones. It re- 
minds one of how, in France, “The law in 
its majestic equality provides that the rich 
and the poor alike may sleep under the 
bridges of Paris.” 

Alas that such important matters should 
attract such superficial and trivial advocacy! 
More than clichés will be needed to solve the 
pressing problems of medical care. 

George Silver, M.D. 
Montefiore Hospital, New York City 


Ensuring Medical Care for the Aged. By 
Mortimer Spiegelman. Homewood, Illinois: 
Richard D. Irwin, Inc., 1960. XIII, 280 pp. 
$6.25. 


In view of the current debate on financ- 
ing medical care for the aged through social 
security, this latest volume of the Pension 
Research Council series is most timely. A 
comprehensive study of the problem of pro- 
viding medical care for the aged, this book 
assembles available data on the character- 
istics of the aged, health attitudes, medical 
care utilization and expenditures, voluntary 
health insurance, and governmental medical 
care programs. Although not engaging in 
original research, Spiegelman has accom- 
plished the Herculean task of amassing the 
findings of all relevant studies on the sub- 
ject. 

The author wisely points out that the us- 
ual economic data relating to the aged, e.g., 
average current income, are hardly suffici- 
ent for an adequate picture of the resources 
available to them in time of need, because 
many older people have assets of their own 
or receive help from the extended family. 
Nor should the aged be thought of as one 
undifferentiated aggregate, there being 
marked variations in economic status, par- 
ticularly between those of extreme age and 
those just past’ 65. Although the problem of 
ensuring proper medical care for many of 
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the present aged is a formidable one, it will 
diminish overtime because of improved so- 
cial security benefits, wider voluntary health 
insurance coverage, and better opportunities 
for accumulating savings. 

Rapid progress in medicine and a growth 
in health consciousness have made all seg- 
ments of the population aware of the advan- 
tages of good medical care. Older people face 
greater health problems than younger per- 
sons, yet they have less income and other 
assets with which to meet them. Voluntary 
health insurance has been the chief way in 
which the problem has been resolved for 
those in the productive ages and their de- 
pendents. 

Although the problem of insuring the aged 
differs from that of younger persons because 
older people have a relatively high prevalence 
of costly chronic illness, a greater degree of 
introspection with regard to their health 
status, and are subject to marked changes in 
their social and economic milieu, the author 
is optimistic with regard to the potentials of 
voluntary health insurance for ensuring 
medical care for the aged, as well. His op- 
timism, however, overlooks the facts that all 
health insurance is meeting, on the average, 
only about one-quarter of our medical care 
bills, and that although the economic status 
of the aged is improving, the cost of medical 
care is also increasing, and quite rapidly. 

Regardless of method of payment for 
health care, the growth in the number of 
aged, with their greater needs, puts increas- 
ing pressure on the nation’s limited medical 
resources. Spiegelman, therefore, raises the 
quite legitimate fear that the introduction 
of a government insurance program for the 
aged would produce appreciable dislocations 
in medical care services. He proposes that 
the shortage be remedied before benefits are 
promised. One wonders, however, whether 
it might not take a sudden increased pres- 
sure on our already overburdened medical 
plant to force action to close the gap between 
demand and supply. 

The author does not comment on the pres- 
ent organization of medical practice, obvi- 
ously feeling that this was beyond the scope 
of his study, but the entire problem of en- 
suring medical care for the aged, or the 
population in general, may not be capable 


of solution without the reorganization and 
rationalization of medical practice and eco- 
nomics, bringing group medicine, which is 
more efficient in terms of both service and 
utilization of scarce resources, to the fore. 

Possible disagreement with some of the 
implications of its conclusions does not de- 
tract from the overwhelming merit of the 
book. The mass of data may not make for 
light reading, but the book is a storehouse 
of information on the subject, and anyone 
who is seriously interested in medical care 
for the aged will find Spiegelman’s work an 
invaluable source. 

Roy B. Helfgott 

Industrial Relations Counselors, Inc., 
New York City 


Growing Up in Newcastle upon Tyne. By 
F. J. W. Miller et al. London: Oxford Uni- 
versity Press, 1960. XXI, 369 pp. $5.75. 


This second volume of studies from the 
late Sir James Spence’s colleagues in New- 
castle upon Tyne, England, is the successor 
to the now classical A Thousand Families in 
Newcastle upon Tyne (London: Oxford Uni- 
versity Press, 1954). It is the story of the 
first 5 years of life in the 847 children who 
remained in the study since they were born 
between May ist and June 30th, 1947. 

These children have been followed up with 
detailed care by an interdisciplinary team 
from the Department of Child Health, Kings 
College, Newcastle, and the Newcastle City 
Health Department. It is very clear that they 
are well known to those who study them. 
Repeatedly one is impressed by evidence that 
the pediatricians, the public health physi- 
cians, and the public health nurses have truly 
operated as a team. 

Whatever quibbles there may be about the 
size of the sample or the slight tendency of 
the authors to generalize somewhat beyond 
their data, there can be no doubt that this 
is an important study. It seems unlikely 
that the patterns of disease and death so 
painstakingly delineated in this study would 
not be repeated for child residents of other 
large industrial cities in temperate climes. 

The patterns of medical care sought and 
given are especially interesting. In 1927, 
Sir James Spence was the pioneer, in West- 
ern countries, of admitting mothers to hos- 
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pital together with their sick children. It is 
apparent that his traditions of social en- 
lightenment in relation to patient care are 
being maintained in the Newcastle of the 
National Health Service in 1960. 

As a very complete study of the patterns 
of disease among children under five, and of 
the social implications thereof, as well as a 
close examination of the social correlates of 
etiology, the study will be of interest to all 
members of the health team, including so- 
cial scientists. It sets out to show “that the 
occurrence and natural history of illness can 
be understood only if it is regarded as an 
aspect of the community in which it occurs.” 
It succeeds, through an eminently readable 
text, 23 extremely clear figures, 57 tables, 9 
illuminating plates and 113 “appendices,” in 
setting forth data on a multitude of fasci- 
nating topics. The index is comprehensive 
and enables one at ease to turn up tables, 
figures, and commentary on any topic of 
immediate interest. It is an important con- 
tribution to the study of the social medicine 
of childhood. 

Alexander Robertson, M.D. 
University of Saskatchewan 


The Sociometry Reader. Edited by J .L. Mo- 
reno et al. Glencoe, Illinois: The Free Press, 
1960. XXIV, 773 pp. $9.50. 


This reader represents much of the best 
research in sociometry in a collection of 51 
articles reprinted primarily from Sociome- 
try. It also contains selections from Who 
Shall Survive? which outline the basic ele- 
ments in Moreno’s theory of interpersonal 
relations. The articles are arranged under 
four headings: I. Foundations—predomi- 
nately excerpts from Who Shall Survive? 
II. Methods—articles dealing with measure- 
ment, statistical models, reliability, and va- 
lidity; III. Major areas of exploration— 
studies of school children, community, indus- 
try, armed forces, and social perception; and 
IV. History. 

In the preface, Moreno maintains his fa- 
miliar polemic stance as he suggests: “All 
the excellence of American sociology, I 
claim, has found its climax in sociometry 
and its allied developments.” However, some 
of his co-editors seem more willing to take 
a second look at some of the possible short- 


comings of early sociometric research. Katz 
points to the difficulties in formulating a 


- “chance” model for social relationships, and 


Bonney and Northway recognize that the 
kind of person who is highly chosen in a 
group depends very much on who is doing 
the choosing. Tagiuri provides a concise sum- 
mary of the development of “‘perceptual so- 
ciometry”’ illustrating its pitfalls and possi- 
bilities. In sum, this volume is the best single 
introduction to sociometry : what it has been, 
what it is, and what it can be. 

A. Paul Hare 
Haverford College 


Husbands and Wives: The Dynamics of Mar- 
ried Living. By Robert O. Blood, Jr. and 
Donald M. Wolfe. Glencoe: The Free Press, 
1960. X XI, 291 pp. $5.00. 


This book begins with the assumption that 
technological and institutional changes in 
the Western World strongly affect the na- 
ture and extent of many husband-wife rela- 
tionships. The guiding question is “What 
factors determine how husbands and wives 
interact and what are the effects of varying 
interaction patterns on the general welfare 
of the husband, the wife, and the family as a 
whole?” 

For purposes of comparison, this empiri- 
cal study includes farm families in its sam- 
pling, but the major emphasis is on the ur- 
ban family. The data were gathered from 
structured and controlled interviews with 
909 married women, living in the area of 
Detroit and southeastern Michigan: 731 
from urban or suburban Detroit, and 178 
from surrounding rural counties. The data 
were based on a systematic probability sam- 
ple survey of these women, with each inter- 
view lasting somewhat over an hour. 

The specific categories of husband-wife 
relationships observed were: decision mak- 
ing, division of labor, economic questions, 
parenthood, companionship, understanding 
and emotional well-being, and love. 

Throughout the work a consistent, and 
sometimes surprising, picture of husband- 
wife role patterning emerges. Of particular 
interest are the findings on power relation- 
ships between the spouses when the social 
status of the husband is controlled. If the 
husband has a “comfortable” position in the 
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economic social order, this fact is positively 
related to his wife’s realization of compan- 
ionship, love, and emotional well-being. 
However, wives whose husbands make over 
$10,000 per annum often feel they are short- 
changed in the areas of companionship, un- 
derstanding, emotional well-being, and love. 
The husband’s economic-occupational role 
behavior also turns out to be related to mari- 
tal division-of-labor and authority; 7.e., who 
does what family tasks, or who has the pre- 
rogative to make important family decisions. 
The authors conclude, “Today, the more suc- 
cessful a husband is in the eyes of the com- 
munity, the more dominant his part in mari- 
tal decision making” (p. 30). 

When companionship, understanding, and 
emotional well-being are plotted against the 
family life cycle, a significant discovery re- 
sults. In the early years of marriage (includ- 
ing the honeymoon and preschool years), 
the marital bond tends generally to be a 
tight, cohesive one. As a couple’s children 
move into the period of adolescence, aliena- 
tion often increases between a husband and 
wife. This trend continues until the children 
leave home, whereupon a “second honey- 
moon” relationship usually begins, but it 
rapidly ebbs, and progressive alienation re- 


instates itself. Although there are notable 
exceptions to the development of progressive 
alienation (especially where the wives are 
drawn into the occupational or professional 
activities of the husband and his colleagues) , 
the bulk of couples studied were caught up 
in the trend at least to a minor extent. The 
finding is one that will alarm some and in- 
trigue others. — 

Some readers will object to the 133 tables 
scattered throughout the book. The reviewer 
supports the authors’ view that they are use- 
ful hypothesis-producing. Though recogniz- 
ing the problems involved in interviewing 
both husbands and wives, the reviewer would 
feel somewhat more at ease about some of 
the authors’ conclusions, had they sampled 
just a small proportion of the husbands of 
wives interviewed. Blood and Wolfe contend 
that this is a “‘wife’s eye view of marriage,” 
but even though “many previous studies have 
shown a close correlation between what 
husbands and wives say about their mar- 
riages,”’ interviewing a small sample of hus- 
bands would put this effort on safer ground. 
Then, the study might wear the title, Hus- 
bands and Wives, more appropriately. 

Jack V. Buerkle 
Temple University 
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